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PROVEN EFFECTIVE 
FOR THE TENSE AND 
NERVOUS PATIENT 


**There is perhaps no other drug introduced in 
recent years which has had such a broad spec- 
trum of clinical application as has meproba- 
mate.* As a tranquilizer, without an autonomic 
component in its action, and with a minimum 
of side effects, meprobamate has met a clinical 
need in anxiety states and many organic diseases 
with a tension component. 9% 

Krantz, J. C., The restless 
patient — A psychologic and 


pharmacologic viewpoint. 
Current M. Digest 


the original meprobamate, discovered and introduced by 
Gi) WALLACE LABORATORIES. New Brunswick, N. J. 
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brand of thiopropazate dihydrochloride 


1. Ferrand, P. T.: Minnesota Med. 


2. Edisen, C. B., and Samuels, A. S 


SEARLE 


® 


dihydrochloride 


In chronic schizophrenia! 
the normalizing influence of 
Dartal became evident by 
a return to a quiet and 
normally active behavior, 
reduced aggressiveness and 
tension, lessened anxiety 
and delusions, and better 
subjective feeling in 81.5 
per cent of a series of 
fifty-four patients. 


All in this group had been 
refractory to shock therapy, 
hydrotherapy and ataraxic 
drugs, and seven had 
undergone psychosurgery. 
Dartal was preferred by 
the patients to other 
methods of therapy because 
side actions were infrequent 
(occurring in 4 per cent); 
all side effects were 

readily reversible. 


In another study? the drug 
was found particularly 
useful in patients with 
association defect, 
depersonalization and 
anxiety, while patients with 
mood depression did not 
respond. 


The usual dose is one 
10-mg. tablet, one to three 
times daily; individual 
dosage adjustment is, how- 
ever, especially important. 


41:853 (Dec.) 1958 
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Arch 


Neurol. Psychiat. 80:481 (Oct.) 1958, 
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now... 

long-term tranquilizer 
therapy...without 
parkinsonism-like 
side effects 


TRANQUILIZER-INDUCED PARKINSONISM RELIEVED 
BY ‘KEMADRIN’ 


In the treatment of mental disorders, reduction or discontinuance of ataractie drugs 
because of extra-pyramidal dysfunction is often undesirable since the beneficial phar- 
macodynamic effect is also reduced or eliminated. A number of clinicians report that the 
symptoms of parkinsonism are indicators of the therapeutic effect of the phenothiazine 
or rauwolfia compounds. 


. » » Kemadrin has a definite place in the control and management of drug- 
induced parkinsonism. In many cases it appears to be much more effective than 
the currently used antiparkinsonian drugs.” 


Konchegul, L.: The Use of Kemadrin in the Treatment of 
Drug-induced Parkinsonism, M.Ann.of D.C. 27:405 (Aug.) 1958. 


Procyclidine Hydrochloride 
Available as: 5 mg., scored tablets. Bottles of 100 and 1000. 


Complete literature available on request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 
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WHEN E NSII DISRUPTS TREATMENT 


ELIXIR ALURATE DISRUPTS TENSION 


Dependable, prompt-acting daytime sedative. 


Broad margin of safety. Virtually no drowsiness. Over a quarter century of successful clinical use. 
Alurate is effective by itself and compatible with a wide range of other drugs. To avoid barbiturate 
identification or abuse, Alurate is available as Elixir Alurate (cherry-red) and Elixir Alurate Verdum 
(emerald-green). 


Adults: 14 to 1 teaspoonful of either Elixir Alurate or Elixir Alurate Verdum, 3 times daily. ALURATE®—brand of aprobarbital. 


ROCHE tasorarories « Division of Hoffmann-La Roche Inc @ Nutley 10, N. J. 
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issues, $1.25. Copyright 1959 by The American Psychiatric Association. 


Office of Publication, 10 Allen St., P.O. Box 832, Hanover, N. H. 
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A Modern Psychiatric Institution 
in Montreal, Canada 


A non-profit voluntary institution, for the study, care and treatment 
of emotional, mental, personality and habit disorders. 


On a foundation of dynamic psychotherapy, all other therapies arc 


used as indicated. 


Fully accredited for the undergraduate training of residents, psy- 
chologists, social workers and nurses. 


Adequate supervision of the treatments program and therapeutic 
team by the psychiatrist in chief. 


CHARLOTTE TASSE, R.N. CAMILLE LAURIN, M.D. 
Scientific Director. 


BERNADETTE LEPINE R.N. Member of the “Société Francaise de Psy- 


President & Vice-President chanalyse.”’ Certified in Psychiatry from the 
of the Board of Directors College of Physicians and Surgeons of the 
Province of Quebec. 


Brochures and rates sent on request. 


ALBERT PREVOST 


6555 Govin Bivd. West, Montreal, P.Q. Phone FE 4-2440 
Founded in 1919 


NEURO-PSYCHIATRIC CENTER 
— ACCREDITED BY THE JOINT COMMISSION ON ACCREDITATION OF HOSPITALS — 
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perphenazine 


in psychoses and chronic neuroses... 
enhances therapeutic “acceptance’ 
accelerates therapeutic response 


a phenothiazine with the 


differences that count  . 
in psychiatric therapy rilafon 


“In contrast to earlier phenothiazine derivatives, which cause sedation, psychomotor retardation, 
increased appetite and excessive weight gain...{TRILAFON] [ordinarily does] not produce trouble- 
some sedation or psychomotor retardation in these patients.” * 

Available for psychiatric use as Tablets, Injection, Liquid Concentrate. Consult Schering literature for 
indications, dosage and administration, precautions and contraindications. 
* Ayd, FE. J., Jr.: New England J. Med. 261:172, 1959. 
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COMPAZINE® and ECT: 


brand of prochlorperazine 


EFFECTIVE COMBINATION 


‘Compazine’ can allay the anxiety and apprehension attendant 
upon ECT. ‘Compazine’ can also help reduce the excitement, 
‘ agitation and confusion that may be induced by ECT. 


Clinical experience has shown that ‘Compazine’ does not 
increase the likelihood of untoward reactions to ECT. 


Smith Kline & French Laboratories 


Meaders in psychopharmaceutical research 
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NEW AND EXCLUSIVE 


FOR SUSTAINED 
TRANQUILIZATION 


MILTOWN" (meprobamate) now available 


in 400 mg. continuous release capsules as 


Meprospan-400 


fem JUST ONE CAPSULE 
LASTS ALL DAY 


HIGHER POTENCY 
FOR GREATER CONVENIENCE 


e relieves both mental and muscular tension 
without causing depression 


e does not impair mental efficiency, motor 
control, or normal behavior 


Usual dosage: One capsule at breakfast, 
one capsule with evening meal 


Available: Meprospan-400, each blue capsule contains 
400 mg. Miltown (meprobamate) 


Mephrospan-200, each yellow capsule contains 
200 mg. Miltown (meprobamate) 


Both potencies in bottles of 30. 


WALLACE LABORATORIES, New Brunswick, N. J. 
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SQUIBB ANNOUNCES 
once a day 
dosage for 

the psychiatric 

patient 


Prolixin 


Squibb Fluphenazine Dihydrochloride 


Prolixin is a new, exceptionally effective behavior modifier with sustained and prolonged 
action for your psychiatric patients. Its extended action, permitting a single daily dose, 
has been thoroughly demonstrated in clinical trials.?.2 

Prolixin is particularly useful in the management of acute and chronic psychotic states 
characterized by agitation, excitement, explosive behavior and turbulence — in such 
conditions as schizophrenia, mania, psychoses due to organic brain disease, and senile 
psychoses. 

Providing lowered toxicity and maximum economy, Prolixin not only elicits a greater 
therapeutic response but also affords improvement in many patients previously refrac- 
tory to other phenothiazines. This is true whether the mental disorder is of short or long 
duration. 

The usual extrapyramidal symptoms encountered with other potent phenothiazine deriv- 
atives have been reported.13 Less common effects have been hypotension,* drowsi- 
ness,° agitation,” restlessness,4 and anorexia.® Side effects have disappeared with 
reduced dosage or temporary discontinuance of the drug.2:5:© is « squies 


Dosage: Optimum dosage levels vary from patient to patient and must be de- 
termined individually. Most patients may be maintained on 1 mg.— 5 mg. daily, 
Supply: 1.0 mg., 2.5 mg., and 5 mg. tablets. References: 1. Taylor, |.J.: Clin. Res. 
Notes 2:1 (Aug.) 1959. 2. Morrow, L.L.: Clin. Res. Notes 2:8 (Aug.) 1959. 3. FS 
Darling, H.F.: Dis. Nerv. System 20:167 (April) 1959. 4. Niswander, G.D., and eS the Priceless 
Karacan, |.: Dis. Nerv. System (In Press). 5. Freed, J.E.: Clin. Res. Notes 2:12 0 y : 
(Aug.) 1959. 6. Weiss, I.1.: Clin. Res. Notes 2:12 (Aug.) 1959. 7. Stevenson, L.E.: Ingredient 
Clin. Res. Notes 2:10 (Aug.) 1959. os 
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greater specificity 
of tranquilizing action 


ioridazine [ MELLARIL] 
appreciably less toxic effects than those c 
drug appears to represent a major addition to. 
range of psychological seen de 


Ye 
strated with other phenothiazines. 
ote ve safe and effective treat 


a new advance in tranquilization: 
greater specificity of tranquilizing action results in fewer side effects 


The presence of a thiomethyl radical (S-CH,) is unique 
in Mellaril and could be responsible for the relative 
absence of side effects and greater specificity of 


| psychotherapeutic action. This is shown clinically by: 
cH, 
1 A specificity of action on certain brain sites in contrast to the 
more generalized or “diffuse” action of other phenothiazines. 
This is evidenced by a lack of appreciable anti-emetic effect. 
MELLARIL 
PSYCHIC RELAX 
DAMPENI 
inimal suppression of vomiting 


PARASYMPA ittle effect on blood pressure 


d temperature regulation 


9 Less “spill-over” action to other brain areas — hence, 
absence of undue sedation, drowsiness or autonomic 
nervous system disturbances. 


3 A notable absence of extrapyramidal stimulation. 


sympathetic ng suppression of vomiting 


parasympat ning of blood pr . 
Gil 4 Lack of impairment of patient’s normal drive and energy. 
other 5 Virtual freedom from such toxic effects 
phenothiazine -type as jaundice, photosensitivity, skin eruptions, 


——— blood forming disorders. 


Indication Usual Starting Dose Total Daily Dosage Range 
ADULTS: Menta! and Emotional Disturbances: 
MiLD—where anxiety, apprehension and tension are present 10 mg. t.i.d. 20-60 mg. 
MODERATE — where agitation exists in psychoneuroses, 25 mg. t.i.d. 50-200 mg. 


alcoholism, intractable pain, senility, etc. 


SEVERE-— in agitated psychotic states as schizophrenia, manic 
depressive, toxic psychoses, etc.: 


Ambulatory 100 mg. t.i.d. 200-400 mg. 
Hospitalized 100 mg. t.i.d. 200-800 mg. 
CHILDREN: BEHAVIOR PROBLEMS IN CHILDREN 10 mg. tid. 20-40 mg. 


Mellaril Tablets, 10 mg., 25 mg., 100 mg. 


*Ostfeld, A. M.: Scientific Exhibit, American Academy 
of General Practice, San Francisco, April 6-9, 1959 
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SAFER ELECTROSHOCK THERAPY 
ultra-short-acting 
skeletal muscle 


Succinylcholine Chloride 


60 Seconds After Injection 
+ patient relaxed * shock given 
modified clonic phase begins 


180 Seconds After Injection 
normal respiration returf's 


(total time of shock procedure 
approximately 3 minutes average: 


Comments from the literature: 
«,.. method of choice.” 


| is. N Sys : an. 58. 
relaxation L. Nerv. System 19:1 (Jan.) 1958 


... recommend its use. 
Impastato, D. J., and Gabriel, A. R.: Am. J. Psychiat. 


fa pid 114:698 (Feb.) 1958. 


.. treatment of choice.” 


recove ry Michest, K. D., and Wunderman, D. C.: J. Nerv. & Ment. 


Dis. 126:535 (June) 1958. 
“,.. irrespective of age.” 

Robie, T. R.: J. M. Soc. New Jersey 52:82 (Feb.) 1955. 
Complete literature available upon request. 


‘Anectine’™ brand Succinylcholine Chloride 
Injection: 20 mg. in each cc., multi-dose vials of 10 ce. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Injection ‘ANECTINE’ IV. 

90 Seconds After Injectic 

* modified clonic phase ends 
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‘new Noludar300 


300 mg CAPSULES 


A good night’s sleep can be described in many ways, but “natural” comes closest to 
the kind of sound, refreshing sleep your patients will enjoy when you prescribe new 
NOLUuDAR 300. Prompt action ...unsurpassed safety ...6 to 8 hours of undisturbed 
rest... and a cheerful awakening without “hangover”—such is the quality of sleep with 
No.upar. Well tolerated, non-barbiturate, non-addictive, virtually free of even minor 
side reactions. DOSAGE: Adults—One 300-mg 

capsule before retiring. Also available 

in 200-mg tablets for gentle hypnotic 

effect and 50-mg for daytime sedation. 


NOLUDAR®— brand of methyprylon 


ROCHE LABORATORIES : Division of Hoffmann-La Roche Inc- Nutley 10, New Jersey P 
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in depression... positive and invaluable therapeutic results, but 


PLEASE po nor 


pheniprazine hydrochloride 


UNLESS « « = the cautions and provisions for the use of this drug can be consistently applied to the management 
of your patients. (] We make this request now because our surveys indicate that in approximately 50 per cent of patients, 
prescribed dosage of CATRON is higher than recommended, or prescriptions are not limited to amounts small enough to 
insure frequent return of the patient for observation. Also, in some instances, therapy was unduly prolonged. (_) CATRON 
has displayed outstanding efficacy in depression, angina, and rheumatoid arthritis. But because of the nature of MAO 
inhibitor therapy, your attention is directed to the extensive and useful instructions prominently displayed in our literature on 


CATRON, and repeated below. 


HOW TO USE CATRON: CATRON is a monoamine oxidase 
(MAO) inhibitor useful in the treatment of depression and 
of other disorders indicated below. It is recommended for 
use in carefully selected cases and in those patients who 
have not responded to the milder drugs. 

ADMINISTRATION AND DOSAGE: Dosage of CATRON must be 
individualized according to each patient’s response. The 
initial daily dose should not exceed 12 mg. and should be 
reduced as soon as the desired clinical effect is obtained. 
In severe depressions some clinicians desire rapid results 
and begin treatment with 24 mg. daily; this dosage should 
not be continued for more than a few days. A single daily 
dose in the morning is recommended. A continuous or in- 
terrupted schedule may be used, the latter during the 
maintenance period. 

DEPRESSION (Endogenous, Reactive, Postpartum, Involu- 
tional, and Depression Secondary to Schizophrenic or Neu- 
rotic Reaction): initially, 12 mg. once daily for approximately 
2 weeks, or less if improvement appears. Dosage is then re- 
duced to 6 mg. daily. As improvement continues, mainte- 
nance dosage of 6 mg. every other day or of 3 mg. daily 
often proves satisfactory. An interrupted dose schedule is 
recommended for long-term therapy. 

ANGINA PECTORIS: 3 to 6 mg. daily in most cases. Relief of 
pain and elevation of mood may be dramatic. Victims of 
angina pectoris who respond in this manner should be cau- 
ny against overexertion induced by their sense of well- 


RHECMATOID ARTHRITIS (Adjunctive Therapy—in severely 
disabling forms, particularly when accompanied by depres- 
sion): 9 to 12 mg. daily for 3 days, then 6 mg. daily, reduc- 
ing further to 3 mg. daily on signs of improvement. If a 
conventional antiarthritic agent is used, lower doses of each 
are indicated. 

CAUTION: Certain circumstances should be watched care- 
fully when using CATRON. 

DRUG POTENTIATION —The list of drugs which CATRON po- 
tentiates is not yet complete. Hence, caution should be 
exercised when combining CATRON with any other drugs 
such as tranquilizers, phenothiazines, the amphetamines, 
barbiturates, and hypotensive agents. 

HYPOTENSIVE EFFECT—All normotensive patients receiving 
CATRON, but especially elderly patients, should be warned 
about the possibility of orthostatic hypotension during the 
initial period of higher dosage. In the few instances where 
this may occur, lowering of the dose will usually permit con- 
tinuation of therapy. 

VISUAL DISTURBANCES—A reversible red- -green color defect 
has been reported in a few patients, chiefly hypertensives, 
on extended therapy with CATRON. Discontinue the drug if 
such changes occur. In a few instances, at unusually high 
dosage, or where the drug was not discontinued following 
color disturbances, diminished visual acuity occurred. 
ANIMALS, NEUROLOGIC SIGNS—in toxicity studies with ani- 
mals a neurologic syndrome has been observed, character- 


ized by tremors, muscle rigidity and difficulty in locomotion. 
Animals displaying this visible neurologic syndrome after 
prolonged parenteral administration usually disclosed a 
neurologic lesion at autopsy. In other animals these visible 
neurologic symptoms disappeared following cessation of the 
drug. No lesions were found after oral administration. Al- 
though extensive clinical experience has not shown such re- 
actions to be a problem in humans in recommended dosage, 
should a similar neurologic disturbance occur, the possibil- 
ity of drug action should be considered. 
SIDE EFFECTS—Major side effects requiring cessation of 
therapy are infrequent. Other side effects—constipation, de- 
lay in starting micturition, increased sweating, hyperreflexia, 
ankle edema, blurring of vision, dryness of the mouth—are 
usually readily controlled by lowering the dosage. Rash, ob- 
served in a few patients, cleared up rapidly upon discon- 
tinuing therapy. 
WARNING: Although pharmacologic evidence indicates that 
CATRON has a selectivity for the brain, it, as well as other 
monoamine oxidase inhibitors, may be associated with hepa- 
titis. Because of the possibility of this life-threatening 
hepatitis, the following recommendations and precautions 
should be observed. If necessary, the patient should be 
hospitalized to expedite adherence to this regimen. 
The Following Precautions Are Recommended: 
1. In all instances daily dose should not exceed 12 mg. 
2. Reduce daily dose as soon as response is established, 
usually in a matter of 1 to 2 weeks. 
3. Do not prescribe to a patient more than sixteen 6 mg. 
tablets or thirty-two 3 mg. tablets of CATRON at one time. 
4. Patient should return for observation before additional 
CATRON is prescribed. For this reason, prescriptions for 
CATRON should be marked “‘Not refillable.” 
5. Perform regular liver function tests. 
6. Do not use the drug in patients with a history of viral 
hepatitis or other liver abnormalities. 
SUPPLIED: CATRON is the original brand of pheniprazine hydro- 
chloride. It is supplied in tablets of 3 mg. and 6 mg., bottles of 50. 
BIBLIOGRAPHY: (1) Agin, H. V.: The Use of JB-516 (CATRON) in Psychiatry, 
Conference on Amine Oxidase Inhibitors, New York Academy of Sci- 
ences, Nov. 20-22, 1958. (2) Bercel, N. A.: Pharmacologic Approach 
to the Study of the Mind, Springfield, il., Charles C Thomas, 1959, in 
ress. (3) Kinross-Wright, Panel Discussion of Psychic Energizers, 
bid. (4) Kinross-Wright, J.: y with JB-516 (CATRON) and Other 
Psychochemicals in Clinical Practice, Conference on Amine Oxidase 
Inhibitors, New York Academy of Sciences, Nov. 20-22, 1958. (5) Horita, 
A., and Parker, G.: Comparison of Monoamine Oxidase Inhibitory 
Effects of Iproniazid and Its ag d Congener, Proc. Soc. Exper. Biol. 
& Med. 99:617, 1958. (6) Horita Beta- ig ae A 
Monoamine Oxidase inhibitor, Fed. Proc. 17:379, 8. (7) Horita, “ 
The Pharmacology of the Monoamine Oxidase tabuntiors, in A Pharma- 
cologic Approach to the Study of the Mind, Springfield, III., Charles c 
Thomas, 1959, in press. (8) Kennamer, R., and Prinzmetal,, M.: Treat- 
ment of Angina Pectoris with CATRON B: 516), Am. J. Card iol. 3:542, 
1959. (9) Scherbel, A. L., and Harrison, J. W.: The Effects of Iproniazid 
and Some Other Amine Oxidase Inhibitors in Rheumatoid Arthritis, Con- 


ference on Amine Oxidase inhibitors, New York Academy of Sciences, 
Nov. 20-22, 1958. 


For detailed information, request Brochure No. 19, CATRON. 


Lakeside Laboratories, Inc « Milwaukee 1, Wisconsin 
64960 


XVIII 


: 
* 
mics 
= 
a 
7 
bag 
| 
2 
| 
| 
| 


February THE AMERICAN JOURNAL OF PSYCHIATRY 


The great honor of delivering this lecture 
is a very personal one, since Meyer was one 
of the first to recognise that physiology 
must itself evolve in order to encompass 
the problems of mentality, and so I may 
dare to assume that you as psychiatrists 
consider my particular brand of physiology 
sufficiently advanced to meet the exacting 
requirements laid down a generation ago 
by the man whose name we honor today. 

The title for this lecture is taken from a 
passage in a paper by Adolf Meyer on the 
scope and teaching of psychobiology(3). 

All the writings of Adolf Meyer are so 
full of scholarship, so well informed, so 
original, so passionately sincere—and so 
up-to-date that I could easily fob you off 
with a series of quotations from them—it 
is hard to find any subject related to mental 
activity and brain function that is not dealt 
with in some part of Meyer's work. The 
particular passage from which I have taken 
my title is concerned with the integration 
of mental function and if you will permit 
me to quote further extracts, these will 
outline vividly for us the scope and purpose 
of this lecture. 


We must establish the habit of scrutinising 
the facts and factors . . . It is certainly not 
mere physiology. It is . . . thought of in settings 
for which physiology does not have any terms 
and for which it does not cultivate adequate 
terms . . . This requires experience with both 
facts and methods and this requires superfine 
practice and not mere “thinking” and reading 
and talking. Yet it is just this kind of function- 
ing which we may have to review . . . We 
must turn to where vital things happen, where 
they have their beginnings and developments. 
And this is not so simple. . . 


1 Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 Director, Physiological Dept., Burden Neurologi- 
cal Inst., Stoke Lane, Stapleton, Bristol, Eng. 
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I find some cause for pride and comfort 
too in sharing with Meyer a mixture of 
European and American influences. Al- 
though our work paths moved in opposite 
directions, our cuitural plans are similar. 
Like Meyer I have genetic roots in Switzer- 
land and educational origins in the Mid- 
West—though I have the additional advan- 
tage of having been born in the heart of 
America. Like him too I have a great 
distrust for the tyranny of words and I 
echo with feeling his expostulation “When 
it comes to psychobiology, I wish it were 
possible to get rid of the words and get 
the sense to unprejudiced readers.” I sup- 
port with enthusiasm his exhortation “It 
is always wisest to pay attention to the 
whole range of factors” but like him I can 
see very clearly the colossal difficulties 
that anyone who tries to see men steady 
and see them whole must overcome. En- 
deavors in this field are not likely to attain 
the critical mass for an explosion into front 
page glamour, nor can we easily attract by 
horror by “nostalgie de la boue,” those who 
have committed themselves irrevocably to 
what Meyer dismisses as “The imagined 
cesspool of the Unconscious.” 

Perhaps the most encouraging and re- 
assuring acknowledgment is the sentence 
found in one of Meyer’s diaries, which I 
can repeat with calm assurance—“I am glad 
that I have decided to study the whole of 
Man.” 

During the i4 years that have passed 
since the end of World War II, psycho- 
biology has developed beyond the hopes 
and expectations of the early pioneers. As 
always we must acknowledge the powerful 
and perpetual stimulus provided by the 
technological advances evoked in military 
emergency. Equipment which we now con- 
sider conventional and basic would have 
been a crazy dream 20 years ago. With the 
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elaboration of apparatus has gone a vast 
multiplication of research centers and 
specialised techniques. At the outbreak of 
war in Europe there were perhaps half 
a dozen tiny nuclei of psychobiological 
research, scarcely worthy of the name lab- 
oratory. Now there are hundreds scattered 
all over the world, some concerned mainly 
with the strictly clinical and urgent neces- 
sities of diagnosis and treatment, others 
entangled more subtly with the delicate 
problems of individual behavior and social 
relations envisaged by Meyer, never before 
so clearly defined and so tantalisingly near 
solution. 

As Meyer knew, this is certainly not mere 
physiology ; neither our training nor our 
inclinations have fitted us for this task, 
and we know that we are entering a new 
domain with no credentials or passport 
other than an insatiable hunger for self- 
knowledge and a limited capacity for selt- 
discipline. The physiological laws on which 
we were nurtured do not run in this realm 
where the individual is king, since they 
ignore idiosyncrasy. Nor can we rely on 
the statistical conventions with which we 
have tried to overlay the doctrinal barriers 
between our disciplines, for these too are 
better adapted to the effacement of indi- 
vidual variations than to their clarification. 
What is the source of these difficulties? 
Why have our physiological excursions 
into the domain of mentality been so 
crudely empirical or at the best intuitive 
and inductive? At the present time there 
is still not one single principle of mental 
physiology that can claim the status of a 
natural law, in the sense that it receives 
universal acceptance and permits deductive 
prediction or extrapolation. 

The main theoretical difficulty is that the 
classical methods of scientific study, in- 
herited by physiologists from their intel- 
lectual forbears in the basic sciences, de- 
pend on the isolation of a single variable 
in large-scale simple systems, or, in the 
special case of contemporary physics, the 
unidentifiable elements in complex micro- 
systems. Neither of these methods is di- 
rectly applicable to the problems encoun- 
tered in psychobiology, which deal with 
large-scale complex systems of heterogene- 
ous elements, interacting freely with one an- 


other through probabilistic links, the vast 
majority of which are quite inaccessible 
even to the most delicate probe. Human 
brains are, in the terms used by theoretical 
physicists “immense systems” and it is doubt- 
ful whether there are enough of them to 
permit generalisation. This may sound ab- 
surd—there are over 2,000 million human 
beings around us and surely, we may say, 
this constitutes a large enough population to 
yield a suitable sample. But this is not 
necessarily so. Let us consider the sort 
of system we are dealing with. You may 
have recognised the definition in the pre- 
ceeding paragraph “complex systems of 
heterogeneous elements interacting freely 
with one another through probabilistic 
links” as applying to human nervous sys- 
tems—it also applies of course to human 
societies. But what do we mean by complex, 
and what is the order of complexity ? Anat- 
omists tell us—and in this case we may 
believe them though their data are from 
material they describe euphemistically as 
“fixed”—that there are at least 10,000 million 
neurones in our brains. This is not really 
a very large number by cytological stand- 
ards—less than the number of red cells in 
our blood stream—but what we have to 
consider is that these elements are inter- 
connected in various ways. The cells in 
our blood or skin, even in the other great 
internal organs, are working essentially in 
parallel, one may say : they are not in any 
useful sense a community. The relations 
between the cellular elements in other 
organs depend only on two factors, conti- 
guity and atmosphere, that is the nature of 
the fluids that nourish or control them. All 
cells have a climate and some degree of 
neighborliness, some participate in a serial 
fashion in functions such as movement or 
digestion, but only in the central nervous 
system do we find the texture of interlaced 
channels of communication that merits the 
term complexity. 

The effect of this inter-connectedness 
can be estimated numerically, with some 
reserve on the grounds of our ignorance, 
but with enough confidence to illustrate 
the scale of the psychobiological problem. 
Starting with a complex system containing 
only two elements and allowing only the 
minimal degree of structuring and quali- 
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tative scope, we find that already we have 
to consider 7 possible modes of behavior or 
dynamic states. Perhaps it is worth repeat- 
ing an illustration I have given before of 
what this means in practical terms. Sup- 
pose that our two elements are not neurones 
in a nervous system but human beings, 
say a man and his wife forming a house- 
hold and that we play the role not of 
impersonal physiologist but of crafty bur- 
glar. Before we make our entry to this little 
system we must “case the joint” to see 
what possibilities exist. We shall note the 
following modes of existence in the house- 
hold ; the zero mode O—when both hus- 
band and wife are asleep, mode A when 
the husband is at home alone, B—the wife 
alone; A, B—both at home but isolated 
from one another, A~B—both at home with 
the husband addressing his wife, A<~B— 
the same but (some would say more pro- 
bably) with the wife addressing the hus- 
band, and finally Ae@=B—the same but 
with the couple in mutual converse. As a 
criminal objective we would recognise the 
first and last modes as most promising for 
our purposes. In the other modes either 
or both human elements would be attentive 
to outside stimuli, but in sleep—or death 
—and when preoccupied with each other, 
the two element systems cannot attend to 
external matters. Note that this variety of 
modes is established without recourse to 
external intervention. If we introduce this 
the difficulties increase very rapidly, as 
for example, when both elements are dis- 
tracted by a common external stimulus 
(watching television is the obvious anal- 
ogy ). In these circumstances again we may 
plan an unobtrusive entry. 

This little allegory may seem far-fetched 
to some of you, trite and trivial to others, 
but I think it is worth spelling out what 
we mean by complexity because it is a 
word that is often used casually and some- 
times as a pretext for defeatism in psycho- 
biology. The important point is that the 
complexity of our neural and social appa- 
ratus can be estimated, so that, having 
appreciated the situation in terms of the 
strength of the opposing forces, we can 
more confidently plan our strategy and 
tactics for a better co-ordinated and more 
economical assault. 


Clearly, we shall be wasting our time 
if we try to attack such problems by a 
simple multiplication of conventional weap- 
ons. Our losses in treasure and morale 
would be too high and we should give 
away our own position completely. This 
is a very serious problem in the design of 
experiments, the interaction between ob- 
server and observed, and it is particularly 
insidious in situations where organisms 
attempt to study others of the same species 
—as psychiatrists know so well. The tech- 
niques of psychoanalysis have been criti- 
cised and ridiculed on many occasions and 
we must all admit that certain aspects of 
them are open to ribald and satirical carica- 
ture. None the less the detachment and 
apparent indifference of the analyst, his 
patience and carefully cultivated imper- 
sonality, which so enrage or discourage 
some patients, are derived from the labora- 
tory rather than the clinic, and are to be 
commended by all who claim a scientific 
education in detachment, patience, humili- 
ty and serendipity. 

In more sophisticated and modish terms, 
how are we to ensure that information 
flows from the complex system under scru- 
tiny—the human being—to the observer, 
the clinician or scientist and not in the 
reverse direction? As I have said, you as 
clinical psychiatrists achieve this by exper- 
ience and endurance. Your experience of 
patients tells you more about the likely 
behavior of patients than your patients will 
know of the behavior of psychiatrists. You 
have real case histories, they have only the 
comic strips and the public library. Your 
endurance ensures that you will outlast 
the longest silence and appreciate the most 
frivolous chatter. As well as these Fabian 
tactics you also have in reserve a variety 
of physical stratagems to soften up the 
taciturn and quell the garrulous. And all 
the time you can observe the subtle display 
of bodily changes, the gestures, fidgeting, 
sighs and changes of color that provide 
the trained clinician with a running com- 
mentary on his patient's state of mind and 
feeling. In all this, your clinical art, you 
have a sort of information valve, a one 
way rectifying and amplifying device that 
should bring you some understanding even 
if it does not always give you the power to 
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control or heal. And above all, you retain 
appreciation for the individual—you may 
sometimes think something like “this is 
typical of an endogenous depression” but 
more often you say “this is how this patient 
shows that he is depressed.” 

Now at last in our experimental work 
we are trying to emulate these faculties of 
yours, but we have some difficulties that 
you have not, and some resources which 
you could not use. Where you communicate 
mainly through language with all the am- 
biguities and romantic overtones that this 
implies, we try as well to include in our 
survey the patterns of electrical change 
within the brain. Furthermore, accepting 
the importance and validity of the unre- 
hearsed and uncontrollable activities of the 
autonomic nervous system, we take pains 
to record and correlate with all the other 
information the changes in heart and lungs, 
skin and blood vessels, eyes and muscles 
that reflect, albeit obliquely, the swirling 
tides of passion so well contained and dis- 
ciplined by the well-drilled supervision of 
the neo-cortical networks. 

As you know, this mechanisation of our 
scientific armament has involved the de- 
ployment of heavy pieces of technical artil- 
lery. This apparatus again is, in effect, an 
amplifying valve to direct and concentrate 
the flow of information from subject to 
observer, but the interaction problem be- 
comes even more subtle and serious. We 
cannot conceal our strength by discreet 
withdrawal out of view; our subjects are 
constrained by manifold appliances which 
we make as inconspicuous as possible, but 
they are still obtrusive. So, whether we 
like it or not, our subjects gain some in- 
formation from us, and we counter by cer- 
tain mild deceits which in the military 
tradition divert attention from essential 
manoeuvres to trivial ones. 

In the early phases of these researches, 
we and most other investigators, with ech- 
oes of our statistical courses ringing in our 
ears, attempted to reduce or systematise 
the immense amount of objective data we 
amassed by conventional procedures, but 
as I have already affirmed, this is a vain 
exercise. There is no more justification for 
say, computing the average frequency of 
a brain rhythm than there is for counting 


the syllables in a patient’s verbal complaint. 
As in recognising speech, it is the pattern 
and cadence that we must attend to rather 
than the elementary numerical features. 
This is easily said, but to achieve it we 
must discard many of our most trusted 
tools, go back to school, learn new tricks, 
sit meekly at the feet of the great clinical 
scientists who can still detect the patterns 
of variation, the syndromes of pathology 
that enrich the palette and guide the brush 
of the clinical artist. 

For, though our concern is mainly with 
our normal fellow beings, the attitude we 
have to adopt is essentially a clinical one, 
even if the signs and symptoms are filtered 
through miles of wire and paper and dis- 
played as lifeless figures and graphs. This 
is not to say that we choose to ignore the 
qualitative human factors in favor of the 
objective readings of our instruments ; 
on the contrary our task is to relate the 
two classes of observation in such a way as 
to confer depth and perspective without 
freezing the picture into a meaningless and 
inexpressive pose. It is in this composition, 
framed in the regularity of science but with 
all the gentleness and variety of human 
feeling that we must try to find where it 
is that vital things have their beginning 
and their development. 

We can be sure that Meyer chose this 
word “vital” deliberately for its double 
meaning ; the things that concern us are 
both important and lively—but what, for 
our purposes, is important and what is life ? 
Not all important things are alive and not 
all living things are important—or are they ? 

We must select some aspects of living 
things for their importance and we must 
be sure that they are important in more 
than a local, temporary and eccentric way. 
The history of science is littered with the 
relics of “important” ideas and “facts” that 
later generations discarded as superstition 
and illusion. So often too we are misled by 
technical virtuosity or verbal fluency. Have 
we not all spent months of our professional 
life struggling with scientific rhetoric or 
groping among instrumental cobwebs ? Per- 
haps in another generation or so our mathe- 
matical colleagues will come to our aid 
with new, more comprehensive and com- 
prehensible algebras that can express our 
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ideas and condense our observations with- 
out straining too much our already stressed 
understanding. 

At the present time I think we have 
only one way of dodging between the 
glorious earthy ambiguities of the vernacu- 
lar and the serene unintelligible abstrac- 
tions of mathematics—to crystallise our 
ideas into working models, material ana- 
logues clean’ shaven by Occam’s razor, 
clear, simple, unequivocal and like crystals, 
brittle, so that when our hypotheses break 
down as they always will, they shear with 
a clean snap and do not yield and flow as 
words and phrases do. Some of you have 
seen examples of what I mean by working 
models and many of my colleagues now 
feel as I do, that this is the only trustworthy 
channel of communication between the 
allies in this no man’s land of science. If 
these devices seem only frivolous to you, 
then look and listen more closely ; like 
telegraph operators in an idle moment we 
sometimes indulge in friendly chatter to 
keep the line alive—we all enjoy a gossip 
and a family joke. But in between the puns 
and jingles you will find messages of the 
most serious and strategic import. What are 
these messages and what action do they 
demand ? 

Without going into laborious detail, I 
can outline quite briefly the ways in which 
study of artificial animals has helped to 
direct our attention to truly vital things. 
First, we can distinguish and define 
more clearly those aspects of behavior 
that are specifically in the vital class. It is 
not so long since such phenomena, as goal- 
seeking behavior, self-regulation and self- 
repair, appreciation of optima, logical de- 
cision, free choice between equiprobable 
objectives, the identification of self, the 
development of personality, the formation 
of co-operative communities, modification 
of behavior by experience, and so forth 
were assumed to be uniquely the attributes 
of living creatures. But now all these and 
much besides are known to be imitable by 
artificial creatures. Indeed some of these 
functions are performed far more accurately 
and consistently by artefacts than by ani- 
mals or men. In some cases, for example, 
the regulation of complex processes, arith- 
metic, logical analysis, are now delegated 


almost exclusively to non-living contrivan- 
ces; in others the demonstration of me- 
chanical competence is on a model scale. 
If no one has conceived a machine like a 
man, it is because the human market is 
already saturated and the conventional 
means of production satisfy other needs 
at the same time. 

These practical developments and the 
theoretical inferences from them may seem 
to lead to the conclusion that no important 
differences are to be found between living 
and non-living systems. But this is not so ; 
what seems to be nearer the truth is that 
there is a continuum or spectrum of intri- 
cacy, with our simplest contrivances in a 
class at one end and ourselves and any 
superior beings in another class at the other. 
Between these extremes there are imper- 
ceptible gradations of liveliness; at the 
lower end it would not be worth living and 
the higher end would not be worth imitat- 
ing. Is this gradation merely one of scale, 
or are there fundamental differences of 
quality between the extremes? Scale dif- 
ferences there certainly are; the simplest 
creatures in flesh or metal are also the 
smallest, the commonest, the most easily 
imitated. We human beings and our more 
elaborate domesticated machines are in 
comparison large, rare and expensive. But 
this is not an adequate scale ; the largest 
animal is a basically very simple jelly-fish 
with a very limited repertoire of behavior 
patterns, and some quite tiny missiles have 
a very delicate sensibility for worth-while 
targets. We cannot overlook, even in the 
metal, certain powers that are more than 
algebraic. There are several modern think- 
ers—and experimentalists—as well as the 
majority of the ancients, who have felt that 
these peculiar properties of what we may 
call immensely complex systems justify 
the enunciation of special principles, dis- 
tinct from and perhaps transcending, the 
laws that permit us to explain and predict 
the behavior or simpler systems. One of 
the most distinguished of those recently 
involved in this dispute is Elsasser(2). 
This is a very solemn decision to make—we 
dare not join the ranks of the vitalists unless 
we are prepared to surrender all our scien- 
tific freedoms, and we must consider this 
challenge seriously. What are the special 
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powers that make some living things such 
as ourselves so intractable to physical law ? 
The first that should occur to us is repro- 
duction. This is not the theme of my dis- 
course and we may put it on one side for 
meditation, but I should like to remind 
you that organic reproduction is not neces- 
sarily replication, and the more complex 
the system the less perfect the copy of 
design from one generation to another. 
Animal breeders would be very happy if 
this were suddenly not so; they could 
specify a champion from sire and dam, 
but if it were not so they would never have 
had the opportunity to breed the champion 
stock at all. Charles Darwin, a century ago, 
was very much concerned with variation 
in the origin of the species and this un- 
certainty of reproduction seems rather to 
have been neglected by those who find the 
process inexplicable in physical terms. The 
information transmitted from generation to 
generation is vast indeed, but highly cor- 
ruptible—by no means every mating is fer- 
tile and many even of our own progeny are 
monstrous. In the fertile union of human 
gametes there is embodied only a high 
probability of human issue—even the sex 
of the newcomer is just a little blurred, not 
sharp and exclusive as was once supposed. 
I have mentioned this problem only to 
dismiss it, but in the hope that it may serve 
to introduce in an obviously relevant and 
verifiable context the notions of probability 
and variety which are of paramount im- 
portance in the next subject we must con- 
sider, the central and practical theme of 
this lecture, that bundle of concepts and 
speculations that we may enfold in the 
terms Learning, Memory, Motivation, Im- 
agination, Originality and Personality. 
This is dangerous ground, but we must 
cross it to reach a firm basis of mutual 
understanding; so as a physiologist, I 
choose to rush in where even some philos- 
ophers have feared to tread. We have al- 
ready considered the special complexity of 
the system we are attacking and the weak- 
ness of our traditional tactics. What can we 
bring up in support ? Our first step must 
be to find out what we can observe and 
measure and then see how our observations 
can be welded into some sort of coherent 
theory or hypothesis. The first process is 


sometimes referred to as the Identification 
of Operational Parameters. What opera- 
tional parameters can psychobiological 
research establish by experiment and analy- 
sis, and how do these relate to the concepts, 
abstract or empirical, derived from other 
sources 

I have described elsewhere the ways in 
which we have tried to systematise our 
observations of changes in human brains 
and bodies during experimental tests of 
function ; we have suggested that the fol- 
lowing parameters could be used to classify 
and correlate such data; Versatility, Im- 
agery, Stability and Ductility. Let us con- 
sider some of these. Versatility was chosen 
as a term to indicate the extent of varia- 
tion in an organism’s behavior, the reper- 
toire of response patterns in a given situa- 
tion as compared with the repertoire of 
other individuals. This notion was derived 
from experimental studies of brain ac- 
tivity and behavior of normal people 
performing tasks which in effect challenged 
their powers of understanding and control 
but left them free to gain control in any 
way they pleased. The objective evidence 
of personal variations was from analysis 
of brain activity computed automatically 
and repeatedly so as to provide statistically 
significant figures ; this analysis was found 
to be related to the repertoire of ideas 
and actions of the individual in such a way 
that a high variance of brain rhythms was 
correlated with a large repertoire of behav- 
ior, while monotonous, invariable brain 
activity was associated with a stereotyped 
and highly specialised habit of behavior. 
Over the whole range of variation, the 
“intelligence” of the subjects was high and 
their personalities were within normal 
limits by psychiatric standards; this pa- 
rameter is not related to how well adapta- 
tion is achieved but rather to how it is 
attempted and in how many ways it is 
achieved. There are obvious relations here 
to other concepts, for example, to the Pav- 
lovian parameter of “lability” or “volatility,” 
which Pavlov considered high in both 
strong, choleric or sanguine types of dog 
and in weak melancholic ones, but low in 
the strong phlegmatic temperaments. An 
even more significant and general similarity 
is to the Law of Requisite Variety enunci- 
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ated by Ashby(4) and which he again com- 
pares with the concepts of Sommerhoff 
(5) and with the principles derived from 
the Communication Theory of Shannon(6). 

The Law of Requisite Variety states 
that if a complex system (for example a 
human being) is attempting to control 
the outcome of a situation, then that system 
must have an intrinsic capacity for variety 
that matches the variety of the situation. 
This is because “control” means reduction 
of the number of possible outcomes of the 
situation to a certain smaller class which 
are generally described as Good or Correct. 
In a real complex life-or-death situation a 
system with the requisite variety will be 
able to survive by finding an appropriate 
mode of response, while another with in- 
adequate variety can make fewer responses 
with a correspondingly smaller chance of 
survival. In the experimental conditions of 
our investigations, survival is not at stake, 
but the situations are deliberately contrived 
so as to be ambiguous and to offer the sub- 
jects several modalities of stimulus and 
response as a means of avoiding a disagree- 
able penalty, or achieving formal grati- 
fication. Some choose one way, some an- 
other, some use parts of all the types of 
information, some vacillate between one 
extreme preference and another. This is 
not surprising or novel, but the important 
observation is that the character of this 
response complex is related to the features 
of the intrinsic and evoked activity in the 
brain, and to the manner of participation of 
the involuntary mechanisms mediated by 
the autonomic nervous system. 

Our early experiments on these lines 
suggested that adaptive behavior of this 
type, closely analogous to and probably 
homologous with the formation of condi- 
tioned reflexes, is essentially a statistical 
process, which involves first the selection 
of relevant information from the back- 
ground of “noise” or random change, sec- 
ond the storage of the information so se- 
lected and classified, and third the 
combination of the stored select informa- 
tion with fresh events or disturbances, so 
as to provide a relevant and effective 
behavioral control. This hypothesis too I 
have elaborated elsewhere ; what concerns 
us here is the evidence that in human 


beings there is a wide variety of detail 
in the way these processes are carried out. 
The principles—one might say the mathe- 
matical laws—according to which informa- 
tion is selected and stored, are probably 
universal and ineluctable, but the way in 
which the principles are applied by any 
particular nervous system is a very personal 
matter. 

The personal preferences and idiosyn- 
crasies that intrigue us so much in daily 
life and baffle us so profoundly in the 
laboratory can be seen even in the mechani- 
cal devices we have made to embody these 
hypotheses. There are at least half a dozen 
machines in existence which imitate quite 
successfully the selection, storage and re- 
combination function which we call Learn- 
ing. All these educable machines exhibit 
the powers and limitations of an adaptable 
organism ; but all are different in many 
important respects and these differences 
are apparent at all levels and stages of 
their operation. Even within a single arti- 
ficial species—for example my own Machina 
docilis—individuals with the same technical 
specification develop idiosyncratic traits, 
and these are cumulatively amplified by 
experience. Some of these differences seem 
trivial—for example, one synthetic animal 
may store relevant information as an elec- 
tric charge, another as a chemical reaction, 
another as a magnetic field—but such varia- 
tions are not so trivial if one considers these 
artificial organisms as forming a com- 
munity. How is a system that operates 
with magnetic tape to communicate with 
another that needs punched cards or flash- 
ing lights? Obviously one can make a 
suitable interpreter, but we know that be- 
hind every translator lurks a traitor, and 
that all organisms tend to consider their 
own system of reception, storage, com- 
munication and control the best, if not the 
only legitimate language. 

What I am suggesting is that the varia- 
tions of brain activity and somatic response 
we observe in human beings during learn- 
ing are evidence that, even among those 
born and raised in the same culture, speak- 
ing the same language and facing the same 
basic problems, there are differences— 
some at least innate—in their brain lan- 
guage, at least as great as those in their 
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eye color or their blood groups. We do 
not attach much importance to these lat- 
ter traits (though there is evidence that eye 
color is related to vocational trends, and in 
our present society, the interchange of 
tissues by transfusion and grafting is be- 
coming so commonplace that specific im- 
munity reactions are beginning to influence 
survival—it has been suggested that if radi- 
ation sickness were to become an endemic 
malady the most important factor in sur- 
vival might be to have an identical twin 
whose bone-marrow could be used to 
replace one’s own. ) 

But the nervous system is in a different 
category of biological importance, and 
slight discrepancies in operational tech- 
niques between individuals may be expect- 
ed to have profound effects on social 
interaction and joint activities. Although 
the physiological approach to personality 
and social interaction is still in its earliest 
stages, it is already worth discussing the 
intimate details of the mechanisms that 
underly these essential human characters. 

The old idea of the nervous system as 
a compact but deterministic telephone 
exchange has long since given place to 
more sophisticated images based on con- 
temporary engineering and communication. 
These are less obviously misleading, but 
really only because the mechanisms of 
computors, radars and self-directed missiles 
are less familiar to most of us and may even 
be officially concealed, and we are only 
equating two unknowns. Analogies are 
no substitute for observation though they 
may—and do—suggest what observations 
are worth making. I have already referred 
to the study of the spontaneous or intrinsic 
activity of the brain as evidence that the 
nervous system is not merely a passive net- 
work awaiting stimulation; I should like 
to introduce two other sources of informa- 
tion which may help to outline the nature 
of individual cerebral vitality. 

We tend to take very much for granted 
the rationality of everyday behavior ; few 
realised until recently how much this de- 
pends on our immediate and constant 
contact with the outside world. The experi- 
ments initiated in Montreal by Hebb and 
his colleagues(7) and since repeated with 
variations in several centers have shown 


that even quite sane and balanced human 
beings rapidly lose their grip on reality 
when the volume and variety of sensory 
signals are artificially reduced. If we were 
limited to a telephone exchange model of 
nervous activity we would have to suppose 
that when no calls were made for a few 
hours, all the bells started to ring at 
random. Whatever its nature, the nervous 
system cannot sustain a condition of pas- 
sivity for long—there is a positive tendency 
to exploration and speculation—which be- 
comes explosive when unrestrained by the 
pressure of environmental circumstance. 
From another source comes evidence of 
how this restless exploratory ebullience is 
controlled and modulated, matched to the 
necessities of survival and the possibilities 
of control. Again in our ingenuous physi- 
ological youth we assumed simply that 
any environmental change that was ade- 
quate to stimulate a sensory end organ 
would set up trains of nerve impulses in 
appropriate frequency-modulated volleys 
which, emerging finally in the specific 
receiving zones of the cerebral cortex, 
would inevitably reproduce in some electro- 
chemical form an image or projection of 
the initial event. Here, in general, the 
physiologist lost sight of the process, though 
he might catch it again in the emergence 
of some response, if he were dealing with 
a simple situation in which the response 
was recognisably related in time or charac- 
ter to the sensory event. And of course for 
many years physiologists restricted them- 
selves and their preparations—by anaes- 
thesia or mutilation—to just those condi- 
tions in which this rare and often artificial 
simplicity was maintained. More recently 
however, thanks to the introduction of 
many new techniques in surgery, engi- 
neering and biology, it has become possible 
to observe the subtle and varied relations 
between external and internal events in 
entire animals and even in human beings. 
One of the most significant discoveries has 
been that external changes, even though 
they may be quite adequate as physio- 
logical stimuli, do not necessarily evoke 
responses in the central nervous system. 
In animals, the central electrical responses 
to a strong stimulus may be almost totally 
suppressed when the novelty of the event 
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FIGURE 4 


CONDITIONING CURVES FOR SM. 
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There was no significant adaptation until the third series, after 170 trials. 
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FIGURE 5 


GSR LATENCIES OF PATIENT PS. 


LATENCY IN 
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The distinction between unconditional and conditional latencies is clear, but unconditional responses persist since there 
were no attempts at avoidance responses 


ee 
O | 
20 
| “ | TONE 
t 
I! 
: 
: 


os 22 69 9S Ov OI 8 Witt 


a 


> vs 


SSJDDNS 


LLM 


L1-0390'2 SS SSSOOSSSSSSSSSS SSSS S SSSSSSSSSSSSSSOS SSSSSSSSSSSSSSSSSSSSSS 


19-2 s 00550605 55005 


‘Sq 40 ONINOLLIGNO’) 
9 AYASIA 


| 
AS 
wie 
| 
| 
- 
T | 
— 
| 
a | 
‘Gre. * 
4 
WwW a 
ae: 
: 
i 


pur aiv sasuodsas 
243 are ay} (f Jay “Ayjeuad ay} ploae 0} paydwiayjy yalqns ayy asnedeq ysIsiod sasuodsas 


Os % Sp SE 


Sz 
ihe 


| 


Jd LNALLVd SAIONALY'T YS 


L 


N 

— ——— — 

Ouuw 

& 

a Ouwuw 

‘ 


FIGURE 


CONDITIONING CURVES OF PATIENT PC. 
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The upward trend is misleading—the subject kept the lever on one side and reversed it whenever she heard the 
penalty (indicated by vertical dashes). 
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FIGURE 9 


NON-SPECIFIC GENERALISED ELECTRICAL RESPONSES TO VISUAL AND AUDITORY STIMULI WITHIN 
THE FRONTAL LOBES OF PATIENT PC, SUPERIMPOSITION OF 10 RESPONSES: 


A. Response to clicks at random intervals at electrode implanted in left lateral frontal cortex. 

B. Responses to flashes at random intervals at the same electrode. Note short latency and constancy of click 
responses contrasted with longer latency and habituation to visual stimulation. Similar non-specific respon- 
siveness was found in many Deane regions of both hemispheres in this patient. 

C. Effect on responses to combined flash and click of distraction by conversation 

D. Effect on combined responses of directing attention to the stimuli 
Calibration: 100 microvolts, 100 milliseconds 
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FIGURE 11 


CONDITIONING CURVES OF PATIENT PR. 
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There was no sign of adaptation over 175 trials. In the first series (before electrcde implantation) nearly all re- 
sponses were anticipatory but quite random and uncorrected by failure. In series 3 after intracerebral polarisation 


there was a significant sequence of 23 correct anticipations but this was broken by withdrawal of the tone stimulus 
Later series showed no adaptation 
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FIGURE 12 


SPECIFIC LOCALISED RESPONSES EVOKED BY RANDOM FLASHES IN DEPTHS OF OCCIPITAL LOBE IN 
PATIENT PR. 


These show no habituation but were sensitive to changes in intensity, interval, color, overbreathing and inhala 
tion of 
A. Responses to flashes separated by 230 milliseconds top trace from electrode in optic radiations, lower 
from electrode one cm. posterior. 
B. Responses to flashes separated by 113 milliseconds. Note the large positive (down-going) pulse that ap- 
pears with the shorter stimulus interval, and the after-discharge, phase locked to the stimulus 
Calibration: 100 microvolts, 50 c/s 
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wears off with repetition or if the creature 
is distracted by other events. Contrari- 
wise the response may be augmented 
when the stimulus acquires significance 
by association or even minor alteration. 
This has been shown particularly clearly 
in animals by Hernandez Peon, Scherrer 
and Jouvet(8) ; by Galambos(9) and we 
have seen these effects ourselves in human 
beings. The fact of special importance for 
the subject of this lecture is that this vital 
control of correspondence between brain 
and outside world is not an internal re- 
orientation of domestic intracerebral com- 
plexities, but a direct, emphatic blockade 
reaching out even to the receptor itself— 
a change in Foreign Policy. Again resorting 
to the obsolete telephone image, it is not 
that some calls are unanswered but rather 
that some callers are denied access to the 
instrument. There is an obvious and sig- 
nificant paradox here: if a brain imposes 
a strict censorship on a certain class of 
signal, how can it maintain the blockade 
without receiving the signals at all? 

A verbal explanation of such effects can 
never be very satisfactory because of the 
ambiguities of everyday speech and as I 
have mentioned, in our experience it is far 
better to make an inventory of the real 
phenomena and incorporate these in a 
working model of the simplest possible 
design in order to see how difficult the 
problem really is. In experiments now in 
progress designed to test model hypotheses 
of habituation and association we have 
come across some clues to how and where 
the vital operations of discrimination and 
selection are performed within the brain. 

It is fairly obvious that since the nervous 
system can and must classify certain events 
—in fact the majority of events—as insig- 
nificant, redundant or irrelevant, then some 
part of the system must be able to act as 
a filter, set to reject signals referring to 
this category and to recognise and accept 
signals relating to events in the comple- 
mentary class of significant or novel. In 
some conditions the nature of this signifi- 
cance filter seems to be quite simple, 
almost as though it were a physical tem- 
plate or gauge rejecting all signals except 
those that satisfy certain canons of size or 
quality with a reasonable tolerance for 


random variations. In other conditions the 
selectivity is so high and yet so peculiar 
that it is impossible to imagine any artificial 
mechanism that could duplicate it. What 
are the differences in these conditions that 
seem to reflect at one extreme a rudimen- 
tary measurement and at the other a cul- 
tivated taste ? 

The nearest we can come to an answer 
at present is that it is a question of sample 
size. All our experiences are only samples 
of the whole universe, and we cannot 
always decide how representative any par- 
ticular sample may be. None the less an 
organism, in order to survive, must as it 
were, assume quickly that certain small 
samples of experience are quite trustworthy. 
When a child is born its respiratory appa- 
ratus operates on the inspired assumption 
(if you will forgive the metaphor ) that the 
first lungful of air is a reasonable sample 
of the atmosphere. The assumption is em- 
bodied in the genetic mechanisms that 
determine the structure of the infant’s 
brain-stem, muscles and so forth. The com- 
pound reflex processes we sometimes still 
call instincts are the expression of basic 
assumptions of this sort about the world. 
In general they are essential to immediate 
survival and show little variation; they 
operate rapidly and are unconditional. They 
operate rapidly because only one or few 
samples are needed and verification is not 
required. They also tend to involve quite 
a large proportion of the organism and 
some of them are only moderately specific 
—they are evoked by the general or common 
rather than the special or unusual properties 
of the stimulus situation. We know only too 
well that the instinctive behavior of mam- 
mals and particularly of primates is hard 
to isolate and study and we can only envy 
the relative ease with which ethologists 
can analyse the Innate Releaser Mecha- 
nisms in birds and fish. However, there is 
one property of instinctive behavior that 
seems to identify it even in ourselves—its 
special relation to the autonomic nervous 
system. 

For some generations now we have been 
accustomed to consider the sympathetic 
sections of the autonomic system as a 
vestigial and rather tiresome heritage from 
our rude and ingenuous forbears. For us, 
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an apparatus adapted to fight or flight 
is an embarrassing reminder of a primitive 
past—our ideal is to fight only under com- 
pulsion and never to flee. Many psychiatric 
clinicians indeed have asserted that their 
practice would vanish if sympathectomy 
were as common as tonsillectomy, and it 
can be argued that in a culture where 
tolerance and fortitude are admired, the 
physiological mechanisms subserving rage 
and fear are not merely redundant but 
pernicious. Be that as it may we are 
literally saddled with this atavistic encum- 
brance and in our laboratory studies at 
least we can find a use for it as an indicator 
of neurohumoral mobilisation. 

Only a few of the effects produced by 
activity of the sympathetic nervous system 
can be detected and measured on the body 
surface, and, in the experiments I have 
referred to, we are in general limited to 
the most inconspicuous contacts with our 
subjects. Of the accessible phenomena, 
we have paid most attention to changes 
in pulse rate, blood pressure, respiration 
and skin resistance ; there are also of course 
more subtle and indirect actions on the 
central nervous system itself but these are 
so intricate and variable that I shall only 
be able to report them briefly later. The 
simplest and most nearly specific effects 
are, we find, those due to changes in the 
sympathetic control of the skin organs, 
variously referred to as galvanic skin re- 
flexes, psycho-galvanic responses and elec- 
trodermal reactions. As we all know, this 
phenomenon has a long, scientific history, 
as well as vulgar associations with “lie 
detection.” I need not enlarge on the details 
of this but for those familiar with the 
technical details I may say that we have 
considered particularly the changes in skin 
resistance, the so-called “Féré” effect as 
opposed to the potential changes or “Tar- 
chanoff” effect; the relation between the 
two is still confusing. Our technique is 
arranged so as to indicate at the same 
time both the absolute skin resistance and 
the changes in resistance on suitable scales, 
and we often record changes from several 
parts of the body at the same time in order 
to distinguish between segmental and 
global responses. 

The GSR is—compared with brain activ- 


ity—a very simple effect. Typically it con- 
sists of a transient fall in resistance of the 
skin, lasting a few seconds and varying 
in amplitude according to the state of the 
subject and nature of the stimulus. The 
form of the resistance change varies very 
little but its latency does show significant 
variations and it is this factor that we have 
found of particular interest in relation to 
problems of habituation and learning. 
Again compared with central nervous 
effects the latency of the GSR is very 
long : about 2 seconds is the figure usually 
quoted. A large part of this latency is due 
to the very slow propagation rate in the 
sympathetic nerve fibres ; responses in the 
foot occur about one second later than 
those in the hand, and the propagation 
velocity is only between 1 and 1.5 metres 
per second. As well as having a longer 
latency, the more distal responses are also 
more sluggish and prolonged, suggesting 
that they are evoked by a protracted heter- 
ogeneous train of impulses rather than by 
a synchronous volley. 

In our experiments with human condi- 
tioning, three types of stimuli are present- 
ed ; a gentle warning tone of high or low 
pitch, a flashing light giving triplet or doub- 
let flashes (these are neutral stimuli later to 
be conditional ones), and a painfully loud 
penalty sound which the subject can stop 
or avoid by moving a lever to the left 
when the low tone and doublet flash are 
presented, to the right following the high 
tone and triplet flash. The subjects have 
to discover this association for themselves 
—they are given no explicit instructions— 
but the penalty is disagreeable enough to 
provide a powerful incentive to succeed, 
and it evokes large consistent GSRs ; it is 
in effect the specific or unconditional stim- 
ulus. The warning tones and lights also 
usually evoke GSRs, particularly at first, 
and in the course of a conditioning experi- 
ment we therefore record some hundreds 
of GSR deflections. In our research group 
it is my wife’s task to measure and analyse 
the records, and in going through the traces 
of autonomic variables to calculate the 
average GSR latency, she noticed a peculiar 
relation between the latency of the GSR 
deflections and the nature of the stimuli. 
The GSR following the UCS (the penalty 
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noise) had a short latency, about 1.7 sec- 
onds in the hand of a particular subject 
(SW), while those following the neutral 
or conditional stimuli (the tones and 
lights) had a much longer latency, about 
2.1 seconds. When both sorts were aver- 
aged, the mean came to about the accepted 
figure of 2 seconds but in fact there were 
two distinct populations of GSR ; the distri- 
bution was bimodal, with almost no over- 
lap between the two categories. The clear 
distinction between these two types of GSR 
can be demonstrated very clearly in a 
histogram when latency is plotted on the 
ordinate and number of trials on the abscis- 
sa ; the unconditional responses to penalty 
are shown as dotted lines and those to the 
conditional stimuli as solid ones. (Fig. 1) In 
a normal subject all the dotted lines end 
around 1.7 seconds whereas the solid ones 
extend from 2.0 to 2.2 seconds. These differ- 
ences may not seem very impressive (though 
they are highly significant statistically), 
but these responses are in the hand which 
is about a meter away from the central 
nervous system by way of the cervical 
sympathetic ganglia and from the observed 
latencies we should subtract about one 
second for peripheral propagation time. 
This leaves 0.7 and 1.2 as the unconditional 
and conditional latencies ; we may say that 
the sympathetic responses to the condi- 
tional stimuli take nearly twice as long 
to emerge from the brain as do those to 
the unconditional stimuli. During the con- 
ditioning of a normal subject the GSRs 
to the UCS of course disappear with suc- 
cessful avoidance of the penalty, but the 
responses to the conditional stimuli remain 
long in latency though they generally be- 
come more variable at about the time that 
signs of learning appear. (Fig. 2) 

As far as we can see the acquisition of 
the novel relevant response in normal per- 
sons takes place in 4 stages ; the first cor- 
responds with what Pavlovian workers call 
Extinction of the Orientation (or Orient- 
ing) Reflex. At this stage all the stimuli are 
fairly novel and equally likely to be signifi- 
cant; all may evoke GSRs, the tone is 
usually followed by some reduction or 
even suppression of the alpha rhythms in 
the brain (if there are any), the pattern 
flicker evokes its characteristic replica re- 


sponse in the visual areas, often combined 
with synchronisation and phase-locking of 
some alpha component, and the penalty 
noise evokes a general startle response, 
including alpha arrest, a muscular jerk, 
acceleration of the pulse, a gasp and often 
an exclamation of pained surprise. The- 
instrumental response is a single reaction, 
an abrupt movement of the contro] lever, 
which may equally likely be in the correct 
or incorrect direction. From here on the 
development of the responses is a highly 
individual matter, but in most normal 
subjects the next stage involves a series of 
trials and errors; the physiological re- 
sponses to the neutral stimuli show some 
signs of habituation but the startle response 
to the penalty persists ; there is usually no 
attempt at avoidance or anticipation, the 
lever being moved only after the penalty 
is received, as a defense mechanism. It is 
easy to illustrate this graphically, the num- 
ber of trials being along the abscissa, cor- 
rect responses plotted in an upward or 
positive sense and incorrect ones down- 
ward. Thus, when the responses are ran- 
dom, the learning curve will tend to remain 
horizontal since there will be an equal 
number of upward and downward deflec- 
tions, while a series of correct responses is 
seen as a curve rising at 45°. Defensive 
responses, that is those made after the 
penalty, are plotted as crosses, avoidance 
responses are shown as circles. 

In the most straightforward normal sub- 
ject (SW), an intelligent, self-confident 
young engineer of wide interests, the first 
responses were quite random and the curve 
remains horizontal, but at the 38th trial 
there appeared a series of 10 correct defen- 
sive responses, a run of successes extremely 
unlikely to be due to chance. At this stage 
of successful defence the pulse rate, which 
had risen from 75 to 110 at the beginning 
of the experiment had fallen to 85 and the 
GSRs to the light (which were rare even 
at first) had disappeared, suggesting that 
the subject was being guided by the pitch 
of the warning tone rather than by the 
flicker pattern. Accordingly the flicker was 
omitted at the 48th trial, which evoked a 
correct defensive response, and at the next 
trial appeared the first correct anticipatory 
avoidance response to the tone followed by 


5 
: 
3 
igs 
‘ 
j 
= . 
= 
| 
: 


684 


_ADOLF MEYER RESEARCH LECTURE 


[ February 


5 further avoidance successes. The flicker 
CS was then re-presented with the tone 
which still served as a clue to correct 
defence. After a sequence of 10 more 
successes, the tone was omitted and the 
next two responses, though correct, were 
not anticipatory, but after this, correct 
defensive anticipation was evoked regularly 
by the flicker patterns alone. When the 
tone was re-introduced however, the re- 
sponse was made to this, the first CS, 
rather than to the light, and when the 
tone was again withdrawn there was a 
single failure to anticipate, but from then 
on only one error was made, accompanied 
by a deep sigh and theta rhythm in the 
EEG. Altogether 100 trials were needed to 
perfect this very simple response adapta- 
tion. The completeness and certainty of 
the response were tested by arbitrary 
reversal of the control rules; inevitably 
the response to the first trial under the new 
rules was wrong, but at the second the 
subject reversed his own procedure and 
made no mistakes, though the instrumental 
response time was almost doubled, from 
0.8 to 1.5 seconds for the next few trials. 
The sudden reversal of rule not only pro- 
voked the inevitable unconditional GSR 
but a pulse acceleration from 75 to 90, a 
series of gasping respirations, and a slight 
shortening of the conditional GSR latency 
to subsequent trials. Further reversals and 
presentations of tones and flicker alone 
showed that the subject was now in com- 
plete control of the situation and after 139 
trials the EEG began to show signs of 
drowsiness and boredom so the experiment 
was terminated. In spite of his complete 
operational success the subject gave a very 
inaccurate description of the experimental 
arrangements. His subjective estimate of 
the time taken for the whole experiment 
was 1% hours instead of 2% hours ; he was 
convinced that the aim of the experiment 
was to muddle him; he described two 
types of penalty, both very unpleasant, and 
was sure that the presentation of high and 
low tones and “fast” (triple) and “slow” 
(double) flashes was in some significant 
sequence such that he should move the 
lever to the right after a sequence of three 
low tones. He admitted he began by ran- 
dom responses but said he kept trying to 


catch the sequence of signals but lost it 
later. In fact, of course, the order of pre- 
sentations was random throughout and he 
only began to succeed when he “lost” the 
sequence. This search for significant se- 
quences is quite typical and indeed almost 
invariable; in these particular circum- 
stances it is of course quite futile and 
indeed eliminates any chance of success. 
Some subjects who end by responding 
quite correctly and quickly are still con- 
vinced that they are following a sequence 
which somehow they cannot quite describe. 

Returning to the distinction between 
unconditional and conditional GSRs_ by 
latency we can see in this typical normal 
subject that never at any time, even after 
an unexpected and complete failure, were 
the conditional GSRs as short in latency 
as the unconditional ones and further, the 
unconditional responses were just as large 
and quick at the end of the experiment, 
when the controls were reversed, as at the 
beginning. We may infer therefore that, 
however this subject, as a representative 
of a normal population, may have inter- 
preted his experiences, his nervous system 
was capable at all times of discriminating 
between events requiring rapid and un- 
conditional response and those of more 
doubtful and conditional import. 

We may now consider the behavior of 
other subjects, in order to see how these 
observations may illuminate some of the 
mental aberrations and anomalies of in- 
terest to psychiatrists. Before describing 
strictly clinical applications we may glance 
at two subjects whose conditional behavior 
is on the borderline of normality. 

The second subject, (SM), is a normal 
man, a scientist from a country in Europe 
noted for its war-scarred history and 
spirited intransigence. For this subject the 
brief instructions given before the experi- 
ment were even less helpful than for most 
people because of his limited English ; he 
was rather tense and apprehensive, know- 
ing something of the general purpose of 
the experiment and feeling on trial. A 
glance at the plot of GSR latencies shows 
how this state was reflected in autonomic 
terms. (Fig. 3) There was a wide scatter of 
the conditional and unconditional latencies 
and there was some overlap between them. 
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As the experiment progressed the scatter di- 
minished and the pattern approximated to 
that of the normal subject. The learning 
curve, however, has a different story to 
tell; there was a long monotonous series 
of failures with no attempt to anticipate 
or avoid the penalty. (Fig. 4) The experi- 
ment lasted so long and the experimenters 
themselves became so exasperated by the 
endless succession of penalty squawks 
(which are repeated to the observation 
room) that the instructions were repeated 
and later a recess was called and the proce- 
dure resumed after lunch when further ex- 
hortation was provided in the form of em- 
phatic repetition of the instructions which 
imply that the penalty can be avoided. After 
a total of 132 trials the subjects began to 
perform anticipatory responses, but without 
significant success until trial 170, from 
which point his attainment paralleled that of 
the first subject, with appreciation of both 
visual and auditory conditional stimuli and 
quick adaptation to control reversal. This 
subject also sought for sequences, and tried 
to pick up time interval clues by counting 
his own pulse. Since this varied from 77 
to 114 during the various phases of the 
experiment his estimates were not only 
useless but grossly inaccurate. 

It is striking that, comparing these two 
normal healthy young men of similar intel- 
ligence and alertness, provided with the 
same information in the same situation, 
one should take over 4 times as many 
samples as the other to establish control 
over a very simple mechanism. If the con- 
sequences of failure had been serious—for 
example if the control lever had been the 
control column of an aircraft, it is obvious 
that the first subject would have had a 
much higher chance of survival than the 
second whose “nerves,” evidenced by his 
autonomic lability, were responsible for 
much of his early failure, leading to later 
despondency and defeatism, alternating 
with over confidence and futile ritualistic 
obsessions. It was not until the autonomic 
responses had settled into unconditional 
and conditional categories that distinction 
could be made between novel neutral and 
significant stimuli. 

How we assign to these effects their 
correct status as causes and effects, and 


whether we consider the behavior of the 
second subject during his 170 failures as 
pathological or as a normal deviant, we 
must discuss later. 

Further toward the pathological extreme 
is a young male patient (PS), considered as 
an inadequate psychopath, plausible, in- 
gratiating, ineffective, and prone to solving 
social difficulties by elaborate lies amount- 
ing to confabulation. His GSR plot shows 
at first a close similarity to that of the suc- 
cessful normal subject SW (Fig. 5). There 
is a clear latency difference between condi- 
tional and unconditional responses, with 
no overlap ; the means of the two classes 
are exactly the same as in the first subject. 
A glance at this histogram however, shows 
that something was seriously wrong; the 
dotted lines representing the penalty re- 
sponses continue throughout the experi- 
ment, while in the first subject there were 
none after trial 48 when the avoidance 
rule was learned. This of course means that 
no avoidance was attempted by the subject 
and the story is filled in by the learning 
curve, which shows not one single cirr'e, 
no attempt to avoid, only accurate and 
rapid defence from trial 19 (Fig. 6). This 
subject was able to associate either or both 
CS and made only two errors when the con- 
trols were reversed at trial 69. The subjec- 
tive report of this subject showed that 
although he too expected a sequence of 
stimuli, he finally appreciated the meaning 
of the CS patterns, but in effect could 
not be bothered to avoid the penalty by an 
anticipatory response since he could not 
be sure that the penalty would occur until 
he heard it. It is tempting to translate this 
behavior into terms of pathological ethics 
—one cannot be sure that an action is 
wrong until one is punished for it. 

We may now survey two patients exhib- 
iting advanced mental pathology to illus- 
trate how the learning and autonomic 
mechanisms can reflect total failure of 
control. The first patient, PC, was a woman 
of 36 with a 12 year history of com- 
pulsive thinking associated with fearful 
delusions with insight. No treatment, either 
physical or psychological had been effec- 
tive, and she was referred for implantation 
of intra-cerebral electrodes and eventual 


psychosurgery. 
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Before operation her autonomic re- 
sponses were extremely brisk and over- 
active ; this is reflected in the histogram of 
her GSR latencies (Fig. 7). The distinction 
between unconditional and conditional] re- 
sponses is clear, but all the latencies are 
very short, about 1.2 and 1.7 seconds instead 
of 1.7 and 2.1 in the normal subjects. Here 
again, the unconditional] responses persist 
through 100 trials—there was no attempt at 
anticipation or avoidance. The learning 
curve looks quite different from that of PS 
however : it appears to mount at 45° 
straightaway but this is misleading and the 
curve is made up not of crosses (selective 
defense movements ) but of vertical dashes, 
indicating that instead of centering the lev- 
er after each trial, the patient held it hard 
over on one side and moved it across to the 
other whenever the penalty occurred (Fig. 
8). This tactic ensures that the penalty be 
received on half the occasions and that the 
response involve the slowest and largest 
possible movement. In effect the conditional 
stimuli were not used at all, although they 
evoked autonomic and EEG changes. The 
warnings were assigned no significance and 
the patient manoeuvred herself into an ex- 
treme situation from which she could extri- 
cate herself only by extreme action at a 
primitive level. 

The procedure was repeated 5 days 
after surgical implantation of 68 intracere- 
bral electrodes. Her general condition was 
unchanged and her behavior in the con- 
ditioning situation was similar. After 36 
trials she was told positively to center the 
lever, after which her response curve be- 
came quite horizontal indicating a purely 
fortuitous series of responses. The only 
detectable change was in the GSR latency 
which showed a slight but significant in- 
crease to both conditional and uncondi- 
tional stimuli. 

During this period very detailed records 
were being taken of the intra-cerebral elec- 
trical activity, using a number of tech- 
niques to clarify both intrinsic and evoked 
activity. An account of these observations 
would form a lecture in itself, but one set 
of records is of particular relevance ; it was 
discovered by chance that over wide re- 
gions in the depths of the frontal lobes 
in this patient there were non-specific elec- 


trical responses to a variety of sensory 
stimuli (Fig. 9). These could be evoked by 
sounds or by visual stimuli and their latency 
was quite short : 25 m. secs. for auditory 
clicks and 34 m. secs. for visual flashes. The 
responses to visual stimuli showed a marked 
tendency to habituation after 10 to 20 
flashes, but the auditory response persisted 
unchanged over a series of scores of clicks 
when there was no concurrent stimulation. 
When a click was accompanied by a flash, 
the click response was prepotent, but even 
the combined response was attenuated 
during distraction by other stimuli and 
both click and flash responses were aug- 
mented when they acquired extra signifi- 
cance as conditional stimuli. The most 
striking features of these responses were 
their very wide dispersion, particularly in 
the lateral frontal regions of both hemi- 
spheres, and their characteristic form—a 
sterotyped pattern very similar to that 
found in specific projection regions. Yet 
these effects were in parts of the brain as 
remote as they could be from any specific 
receiving zone—generally the most taciturn 
of the so-called silent areas. 

Recalling what we have said about the 
need for a high and controllable selectivity 
in the learning brain, we see here evidence 
for just the opposite, an indiscriminate over- 
responsiveness, in which everything may 
mean anything in general and nothing can 
mean anything in particular. We may pre- 
sume that the brevity of the autonomic 
delay and briskness of the responses were 
also a reflection of the same lack of selec- 
tivity and discernment. 

As well as being used for recording, the 
implanted electrodes were used for pro- 
gressive electrical polarisation within the 
brain and to achieve a limited and reversi- 
ble leucotomy. After the first trials of this 
method, which was followed by a rather 
dramatic loosening up of the patient’s ten- 
sion and delusional fears, the conditioning 
procedure was repeated for the third time. 
On this occasion the patient kept the lever 
central and made one correct anticipation 
followed by several correct defensive re- 
sponses, but she broke down in tears after 
14 trials during which there were signs of 
severe autonomic disturbance. The polar- 
isation treatment was continued in empiri- 
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cally identified brain regions ; this was fol- 
lowed by marked general improvement ; 
the delusions disappeared and the patient 
became quite cheerful and active. The 
fourth conditioning experiment reflects this 
change in two ways; the GSR latencies 
were greatly increased (those to penalty 
from 1.26 to 2.56 and to tone from 1.7 to 2.2 
secs.) and the learning curve shows an 
appreciable gain by defensive conditioning 
over 32 trials. The autonomic changes were 
minimal. The patient was discharged on 
probation at this stage, and her subsequent 
history, though checkered, has confirmed 
the apparent relation between her mental 
state, her neurophysiology, and her learning 
ability. 

The second patient PR was studied in 
similar detail. She is a woman of 60 with a 
life-long history of migraine overlaid by 
30 years of hysterical extension of the syn- 
drome. Her complaint had resisted all thera- 
py, including prolonged psychoanalysis and 
physical treatment, and her morale had 
broken during the last 3 years with depres- 
sion to a suicidal degree, so that she was 
referred for intra-cerebral exploration with 
a view to psychosurgery. Before implanta- 
tion of the electrodes her behavior during 
conditioning was in striking contrast to 
the other patient PC though she also failed 
completely in associative adaptation. The 
chart of her GSR latencies shows at first 
a reasonable distinction between uncondi- 
tional and conditional responses though all 
the latencies are rather long (Fig. 10). The 
conditional responses to tones faded out af- 
ter about 80 trials and at this phase the 
latency of the unconditional responses to 
the penalty began to increase and they also 
diminished in abundance. This effect was so 
marked that the average latency of the last 
10 unconditional responses is significantly 
greater than that of the first 10 conditional 
ones; these changes can be seen par- 
ticularly clearly when the two _ types 
of response are plotted separately. The 
learning curve is unique in our exper- 
ience : it shows a completely random re- 
sponse, ending slightly below the starting 
level (Fig. 11). The nature of the response 
is quite peculiar—from the 13th trial to the 
125th all the movements were anticipatory, 
but were entirely at random, and once the 


lever had been moved to one side it was left 
there whether or not the penalty occurred. 
In this way the patient ensured that she 
received the largest possible chance num- 
ber of penalties for the longest possible 
time. A scalp EEG taken just before the 
conditioning experiment had shown a dra- 
matic frontal spike response to flicker, but 
this disappeared and during the experiment 
there were elaborate multiple responses 
to pattern flicker in the posterior brain 
regions, but no indications whatever of 
diffuse response (Fig. 12). 

The experiment was repeated later on 
the same day with further exhortation and 
encouragement and on this occasion after 
11 trials, 22 correct anticipatory avoidance 
responses were made. At this stage the 
GSR chart showed reduction in average 
unconditional latency to 1.88 secs. and dis- 
tinction between this and the conditional 
latency. Omission of the light CS had no 
effect but omission of the tone resulted in 
random responses. This suggests that in 
spite of the clear specific responses in the 
visual pathways, the visual information was 
assigned no associative significance. 

During this period the intra-cerebral 
electrodes in the orbital regions of the 
frontal cortex showed profuse persistent 
delta rhythm attributed to local electrode 
lesions. The mental condition of the patient 
improved and remained excellent for some 
weeks, but she regressed in spite of polari- 
sation of selected frontal sites. The condi- 
tioning experiment was repeated on two 
occasions two months later and showed re- 
version to the original pattern. In a total 
of nearly 280 trials all were random antici- 
pations, in spite of emphatic repetition of 
instructions. At this time the frontal delta 
rhythms had subsided and the EEG re- 
sponses to stimulation were stereotyped 
and restricted to the visual regions. 

The varied and detailed studies of these 
5 human beings have been chosen to il- 
lustrate and justify the title of this lecture ; 
in all our mental life what happenings are 
more vital than the incessant meshing of 
stored and new experience to drive us on 
to fresh dangers and discoveries? And 
what, in the puppet theatre of our labora- 
tory could mimic more closely the tragic 
breakdown of this mechanism than the to- 
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tal failure of the two patients to control by 
the twitch of a muscle a situation which 
could be mastered in a few attempts by 
the humblest experimental animal ? Where, 
we must still ask, do these vital things 
happen and where should we seek the 
cause and cure of their decay ? The com- 
plete answer may always elude us—we have 
no prior knowledge that there is an intel- 
ligible answer, or that we can frame a 
proper question, but in the observations 
I have outlined, some pattern seems to be 
emerging. 

In normal human beings, uncorrupted 
by scholastic tyranny, and capable of ex- 
ploratory control as well as internal regula- 
tion, we can identify two main necessary 
and sufficient conditions for free life. First, 
the preservation of a brisk and buoyant 
autonomic system specialised for—but not 
limited to—the urgent adjustments of the 
somatic springboard of action. I have delib- 
erately restricted my account of these ad- 
justments to a few of the simplest and most 
superficial changes. You will realise that 
these are but the outward expression of 
a delicate and personal intimacy between 
the border regions of the primitive and 
ancient brain structures, the limbic cortex, 
and the great mass of tissue in the still 
youthful external crust of brain, whose 
evolution has occupied only the last few 
seconds of the eleventh hour of living time. 
It is these intra-cerebral relations that most 
concern us, rather than the external changes 
they promote, for the alterations in body 
state are in a sense trivial or at least ad- 
ventitious. We have seen that the mobili- 
sation of the autonomic allies for cogent 
action takes some time—a long time by 
the brain clock that ticks in thousandths 
and chimes in tenths of a second. This 
pause, we must suppose, in the normal way 
is for reflection—not of course necessarily 
for conscious thought in any useful sense, 
but for selection and identification of novel- 
ty and significance. The second of the two 
necessities I spoke of are the cerebral 
mechanisms underlying just these basic 
processes of cogitation and we can see 
that here again the necessary sites and 
structures announce themselves. In a quite 
novel situation, any prior assumption about 
likely contingencies may be fatal, so all 


signals must be dispatched to all depart- 
ments—“for information only.” In physical 
terms this means that the nerve impulses 
set up by unfamiliar sensory stimulation 
must be coded, sorted and relayed to wide- 
ly dispersed brain regions in a form which 
will ensure attention but restrain action, 
while not impeding or interrupting work 
in progress. The recent and revolutionary 
studies by Moruzzi, Magoun(1), Jasper and 
their colleagues have demonstrated how 
and where these essential, subtle functions 
can be performed ; there are in fact neural 
mechanisms for the broadcasting of sen- 
sory information within the brain—the dif- 
fuse, non-specific radiations from the retic- 
ular formations ir brain-stem and thalamus. 
In animals the functions of this system have 
been rather vaguely described as “arousal” 
and “alerting”; I am _ suggesting that 
though they may be non-specific in their 
projections, these functions are quite 
specific in their relation to behavior and 
particularly to learning. 

We still lack much essential information 
and there are surely wonderful discoveries 
still to be made; it would be wrong to 
make dogmatic assertions but precise hy- 
potheses we must have if our discoveries 
are to be of more than academic interest. 
I suggest that, from such observations as 
I have described here we can envisage at 
least three basic functional sub-categories 
or modes of central nervous action related 
to mental action, all involved with and 
depending on the basic neuro-humoral 
operations of the autonomic system. 

First, there are the unconditional re- 
sponses to specific stimuli which I still 
consider legitimately as instinct in the 
literal if not the literary sense. Most of 
these responses are quite elaborate and 
may involve nearly all organs, but they 
require neither discrimination nor internal 
reflexion though they are reflexive in their 
mechanism. They must therefore depend 
upon a diffuse transmission, not to the 
cortical levels so much as to the hypothal- 
amic and autonomic effector pathways. 
These responses are brief in latency, stere- 
otyped in pattern and usually reinforced 
and protracted by hormonic support, par- 
ticularly from the adrenal glands. The role 
of these response patterns is of course 
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mainly homeostatic and their variety 
is limited—by evolutionary necessity—to 
match the limited number of predictable 
environmental changes likely to be encoun- 
tered by any particular species. This may 
seem to contradict the suggestion that these 
aspects of behavior are related to mentality, 
but we should recall that even the most 
fundamental and primitive action of all 
—respiration—is so closely linked with 
thinking that our Mediterranean ancestors 
attributed to breathing movement much 
that we would describe as mental activity ; 
hence we derive all our words containing 
the syllable—phrene—. No one would sup- 
pose that schizophrenia was due to a split 
in the diaphragm but in records of respira- 
tion we can trace quite easily clear associa- 
tions with mental state, and we should be 
reassured to recall that the respiratory 
centres are anatomically embedded in that 
reticular formation to which we must assign 
so many essential properties. 

Next, are the responses to novel and 
apparently neutral stimuli. In contrast to 
the unconditional homeostatic processes 
these are an expression of orientation and 
invention since they are not programmed 
in any useful sense and must involve much 
more elaborate neural mechanisms. They 
are easily confused with instinctive re- 
sponses because they have many common 
effector pathways, particularly in the 
autonomic outflow. The distinction between 
the two can be made only by careful 
observation of the time relations of the 
central and peripheral effects and the 
alteration of the responses with the passage 
of time. The most important distinction is, 
of course, that the response to novelty 
must involve widespread cortical diffusion 
of signals, whereby the degree of innova- 
tion can be recognised. This is the process, 
presumably, that takes time; the central 
files and records, whatever they may be, 
must be searched and scanned for similar 
events and a preliminary entry must be 
made if no trace is found of the dubious 
experience, which, for good or ill, must be 
tentatively classified in some way until 
further information is available. 

The third category is the one to which 
we have paid most attention ; the selective 
sorting of consecutive or related events so 


as to construct within the nervous system 
a working model of the outer world with 
enough detail and accuracy to permit co- 
herent and relevant actions of control. 
We have seen how vulnerable these mech- 
anisms are—they may fail altogether in 
people who are still capable of a nearly 
normal existence in protected environments. 
Since they require a great versatility of 
cerebral performance, the widest possible 
repertoire of functional configurations, fail- 
ure in these processes can occur in any 
number of ways. As we have seen, they 
may fail by overemphasis within the brain 
of broadcast information, the deadening by 
incessant propaganda of individual char- 
acter, or by blockade of the normal services, 
by censorship without discrimination or 
appeal. They may also of course be grossly 
perturbed by overaction or degeneration 
of the mechanisms subserving instinct or 
innovation—this too we have seen in indi- 
vidual subjects. 

For many of us the new intricacies of 
psychobiology are beyond our mental grasp 
—none of us I think can yet appreciate in 
its full grandeur the panorama of mental 
physiology as revealed in the oblique light 
of dawning revelation. We may find in 
social parallels some analogy to the poten- 
tial freedoms of the cerebral community. 
In searching for the model of the demo- 
cratic ideal we need not look as far away 
as Athens or Westminster—within our 
heads we carry the free society, for we find 
no boss within the brain, no oligarchic 
ganglion or glandular Big Brother. In this 
small space our very lives depend on 
equality of opportunity, on specialisation 
with versatility, on free communication and 
just restraint. It is here that vital things 
have their beginnings and their develop- 
ments and it is here too that our proper 
studies should begin. 

Recalling again Meyer's expostulation 
“I wish it were possible to get rid of the 
words”—we may well feel our intellect is 
being swamped and suffocated in glutinous 
phraseology—these Greco-Latin hybrids 
such as “psycho-physiology” may be the 
sterile offspring of a marriage of technical 
convenience. But I hope that in these 
glimpses of our newborn offspring we may 
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recognise the natural and fertile issue of 
a union of passionate necessity. 

One of the most satisfying aspects of this 
sort of investigation is the need for real 
team-work, depending on complementarity 
of training and aptitude, collective responsi- 
bility for the general strategy, and delega- 
tion of operational authority. In the experi- 
ments described here, Dr. H. J. Crow is 
responsible for all clinical applications and 
interpretations, Dr. R. Cooper for solution 
of the physical and technical problems, my 
wife, Mrs. Vivian Walter and Mr. Arthur 
Winter for management of the experiments 
and Mr. W. J. Warren for the construction 
and maintenance of the equipment. In ad- 
dition, it is a pleasure to acknowledge the 
close co-operation of our surgical col- 
leagues, Mr. George Alexander, F.R.C.S., 
and Mr. Douglas Phillips, F.R.C.S. An es- 
sential member of any such team is what is 
sometimes called a non-playing captain, 
who can see the whole situation with de- 
tachment and perspective ; in this capacity 
Professor Golla has for many years inspired 
and directed these investigations. 


The research reported in this lecture has 
been sponsored in part by the Air Force 
Office of Scientific Research of the Air Re- 
search and Development Command, United 
States Air Force, through its European 
Office, under Contract AF 61(514)-1178. 
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DISCUSSION 

Lawrence S. Kubie, M.D. (New York, 
N. Y.)—Rarely have I had a more chal- 
lenging, fascinating and difficult assign- 
ment. Two streams converge in this lecture. 
The headwaters of one derive from Adolf 
Meyer, who foresaw that the subtle com- 
plexities of human psychology would be 
explained in neurophysiological terms only 
when these became more subtle and com- 
plex than what Meyer used to refer to 
scornfully as the “neurologizing tautologies” 
of his day. He foresaw that “Where vital 
things happen” could be explained only 
by a neurophysiology with a new subtlety 
and a new vitality. This is precisely what 
we have had the privilege of hearing this 
morning. 

It fascinated me to discover how adroitly 
W. Grey Walter has walked the tightrope 
between vitalism and the ultimate in mech- 
anistic philosophy. Indeed it brought to 
mind a scene from earlier years at the 
Hopkins. The ancient, medical amphithea- 
tre was filled with students who had come 
to hear the famous and by that time aging 
biologist, Driesch. Introducing him was 
“Popsy” Welsh, no longer young himself, 
portly with his halo of white hair slipping 
down below his occiput to ring his bald 
pate, but with all feet firmly planted in 
the good earth of science. I can hear him 
growling a bit as he said, “Of course there 
is a tendency on the part of many to feel 
that when a scientist becomes a philosopher 
he must be verging on that inevitable 
fate which we call the senilium.” Then with 
a quick look at the guest of the occasion 
he added hastily, “But of course we don’t 
have any such feeling about our honored 
and famous guest.” So I look at my friend ; 
but no matter how carefully I scrutinize 
him I cannot find a trace of the senilium 
here: so I can say with Popsy Welsh that 
no such idea crossed my mind for a mo- 
ment, as I contemplate our honored guest. 
And the fact stands that in his lecture he 
skirts the precipice of mysticism without 
once letting his foot slip; and I for one 
found it delightful to watch him do it. 

There are more serious matters to be 
considered however: and many penetrat- 
ing and imagination-stirring phrases. 

I would call your attention to the distinc- 
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tion he draws between the classical method 
of science, which depends upon the isola- 
tion of a single variable in large scale 
simple systems, and the contrasting logic 
of contemporary physics, where the meth- 
od of science has become the “application 
of highly refined and abstract notions of 
probabilistic interactions between uniden- 
tifiable elements in complex micro- 
systems.” This throws a light on the essen- 
tial challenge with which the effort to 
integrate neurophysiology and psychology 
confronts us; because in psychobiology, 
as he points out, we have large scale and 
complex systems, which are made up of 
heterogeneous and not homogeneous ele- 
ments ; and unlike the cells of the blood- 
stream they do not interact in parallel but 
freely, and with an almost infinite variety 
of interconnecting patterns. If one con- 
siders the 10,000 million neurones in our 
nervous system, and the number of patterns 
in which their connections can be arranged, 
the possibilities become not only immeas- 
urable but almost inconceivable, even by 
that superlatively equipped apparatus, the 
brain itself. 

Then he points clearly to the basic 
scientific significance of psychoanalysis, 
seeing with extraordinary perspicacity that 
the essence of its technique derives from 
the laboratory rather than the clinic, and 
that its observational situation is so de- 
signed as to ensure that information will 
flow predominantly from the complex sys- 
tem which is under scrutiny to the observer 
and not in both directions simultaneously 
as happens in all other human interactions. 
It is highly significant that without sac- 
rificing one legitimate skeptical doubt our 
gifted lecturer can characterize so clearly 
the essential position in science of psycho- 
analytic methodology. I might add that 
even among analysts there are not many 
who do so, and that he is one of the few 
among experimental physiologists who has 
this understanding. 

Glider planes happen to be our lecturer’s 
preferred method of personal transporta- 
tion ; and he uses them much as the cat in 
the fable used his seven-league boots. Thus 
his next great glide is to explain why mod- 
els are the best means to close the body- 
mind gap. With words which are poetic 


in their economy and clarity, he points out 
the advantages of the model : that it is al- 
ways and frankly an analogy, that it either 
stands or it breaks down, but that when it 
breaks it breaks clean. “They shear with a 
clean snap and do not yield and flow as 
words and phrases do.” Never have I heard 
the ultimate difficulty of all psychologizing 
more pungently expressed. All psychologies 
depend uniquely upon words. Yet words 
are as treacherous as quicksand. They 
“yield and flow” when we put our weight 
on them, molded by our prejudicies and 
partisan feelings. And we are worse than 
Tweedle-Dum and Tweedle-Dee in Alice. 
We make them mean whatever we want 
them to mean, without even paying them 
extra. And this we cannot do with the mod- 
el. Thus without laboring the point, he 
makes clear the basic technical philosophy 
that underlies the use of models in the 
effort to bridge the gap between physiology 
and psychology. 

But then, unhappily and inevitably mo- 
ments come when he too has to use words, 
and he illustrates the very treachery of 
words which he deplores. Thus when he 
describes what models have been able to 
do, he speaks of “goal-seeking behavior,” 
“self-regulation and self-repair,” “apprecia- 
tion of optima,” of “logical decision,” “free 
choice between equally probable objec- 
tives” ; the “identification of self,” the “de- 
velopment of personality,” the “formation 
of cooperative communities,” the “modifica- 
tion of behavior by experience.” Here | 
have to ask whether his words are not 
now flowing and yielding under his weight, 
whether these are actually identities or 
mere analogies, or at most a spectrum of 
complexity ; and whether the spectrum 
exists with continuity or discontinuity still 
remains to be demonstrated. Surely it is 
not entirely an accident that it is precisely 
at this difficult point that the issue of 
vitalism rears its tempting and uneasy 
head. 

I must ask some more questions. It is 
true, of course that he can make a machine, 
his “Machina docilis,” that can learn cer- 
tain things. It can select relevant informa- 
tion from random input, called “noise.” 
It can store and classify this information 
and it can re-combine it into new combina- 
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tions. And the machine shows some indi- 
vidual idiosyncrasies. 

But equally important are the things it 
cannot do. Is there any individual machine 
which can develop an obsessional work 
block, potentially capable of doing great 
things but capable none the less of daw- 
dling ? Can he make a machine that would 
fantasy action instead of action? Can he 
conversely make a machine with a repeti- 
tive and insatiable (i.e. compulsive) learn- 
ing drive or a need incessantly to do in- 
stead of to fantasy ? 

Or let us take another step. Can he make 
a machine which would experience and 
even communicate something similar to 
elation if it succeeds, or to depression if it 
fails ? Even more important can he make a 
machine which will react to failure with 
elation and with depression to success ? 
Has he a machine which will play truant 
from school, substituting other forms of 
misbehavior like a juvenile delinquent or 
for that matter like a senile delinquent. 

These are some of the limitations of the 
machine models ; and they should be borne 
in mind even as we are impressed by their 
extraordinary versatility. 

Then he swoops again, this time to the 
question of how to classify the subtle 
qualities and functions of which this ex- 
traordinary and almost infinitely complex 
machine is capable. Here his basic verbal 
tools are the concepts versatility, imagery, 
stability, ductility, out of which he must 
derive learning and memory and motiva- 
tion and imagination and originality and 
personality. I must challenge him here 
again ; because suddenly we meet another 
word which gives me pause. I have never 
been sure that there is such a thing as 
personality—not at least as a Ding-an-Sich. 
Is personality a quality, a function, an 
attribute which is in a person ? Or is it an 
intuitive, highly colored (or discolored) 
impression which exists only in the eye and 
mind of the beholder, a different one in the 
mind of each beholder? A nice question 
this, when we stop to think of the reams of 
paper and ink and experimental work which 
have been devoted to efforts to define and 
measure something which may not even 
exist as such. Consider only the number of 
Ph.D. theses which have been written on 


liam James pointed out many years ago 
that Consciousness is an abstraction and 
that it has no existence except as an ab- 
straction from moments of a man being 
aware simultaneously of himself and also of 
himself being aware of something. The 
same may be true of personality. 

Then comes another great leap, which 
carries our lecturer to one of the most 
important developments in the correlation 
between behavior and electrical studies of 
the activities of the brain, namely the 
establishing of a high correlation between 
the capacity of an individual for versatile 
behavior and high variants in brain 
rhythms. This leads him to consider the 
significance of this in relation to the amount 
of variety which is needed to recognize 
variety (Ashby ), to communications theory, 
and then to a consideration of the fact 
that adaptive behavior is built out of con- 
ditioned reflexes superimposed upon un- 
conditioned reflexes, a process which is 
governed by statistical laws. In this process 
he recognizes three essential stages: (a) 
the selection of relevance out of random 
input on “noise,” (b) storage and classifica- 
tion of input bits, (c) the re-combination 
of stored data to form fresh psychological 
events. In essence this is the method by 
which the central core of preconscious 
processing is built into the psychophysi- 
ology of behavior. As we begin to grasp 
the full implications of this preconscious 
conditioning, we face a new understanding 
of the variety and detail of human exper- 
ience. What Grey Walter outlines here 
provides a basis for understanding of (a) 
preconscious filtering of data, and (b) for 
preconscious conditioning built out of and 
around the unconditioned reflexes which 
arise directly out of the body's essential 
homeostatic and homeothermic biochemical 
and biophysical requirements. 

The speaker then makes a passing refer- 
ence to the data dependent upon afferent 
isolation. Here again he slips into verbal 
error, by using the currently accepted but 
fallacious term “sensory deprivation.” The 
phenomena are afferent but not sensory ; 
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and are dependent not upon deprivation 
(a word which begs the whole question 
of its mechanism) but upon relative isola- 
tion. No method has been devised by which 
the continuous inflow of preconscious en- 
teroceptive afferents has been eliminated. 
The exteroceptive inflow can be eliminated 
and proprioceptive afferents reduced ; but 
that is all. Secondly, we should not over- 
look the significance of sharply localized 
afferent reductions, as first emphasized by 
Cushing in World War I. Quite unwittingly 
Cushing showed that the tragedies of war 
gave experimental verification to Freud’s 
basic observation on the role of sacral 
functions in behavior. Cushing observed 
that if a man is cut off from all afferents 
from the lumbosacral segments by a tran- 
section of the cord above the lumbosacral 
level, he becomes a philosopher and a 
model of resignation. This is a form of 
selective afferent isolation the significance 
of which must be kept in mind in the inter- 
pretation of all current experiments in this 


area. 
The speaker next leads us to consider 


the role of the autonomic nervous system ; 
and here he brings to us a direct report 
of his own experimental work with the 
galvanic skin reflexes (more particularly, 
alterations of skin resistance). He focuses 
on the duration of the latency period of 
conditioned as opposed to unconditioned 
galvanic skin reflexes, and shows that the 
latency periods for the unconditioned re- 
sponses are always briefer than the latency 
period for conditioned responses. With this 
as a base, he describes a series of experi- 
ments on the spontaneous, unguided learn- 
ing process (i.e., learning specifically how 
to avoid an unpleasant stimulus). He 
shows how the learning curve varies from 
one individual to another, and how this 
variation correlates with a shift from un- 
conditioned responses with brief latency 
periods to longer latency periods for the 
conditioned responses, until finally the 
avoidance response is so completely 
learned that the galvanic skin reflex itself 
is no longer evoked. Here again one sees 
clearly the role of preconscious functions 
in the wholly preconscious acquisition of 
autonomic responses. 

Here we must consider further the data 


from experiments on human cerebral vi- 
tality. Of special relevance is the selective 
correspondence of intra-cerebral events 
with the patterns of external events, a cor- 
respondence which requires some process 
of selective filtering at a primary intake 
point, a “significance filter” or “relevance 
filter,” as Grey Walter calls it. This implies 
a matching of signals from incoming 
“gestalts” to some pre-set pattern. This 
too is linked directly to instinctual behavior 
through the galvanic skin reflex. And here 
the emphasis on the skin is of even greater 
importance than Dr. Grey Walter takes 
time to point out. The skin is the boundary 
between each of us and the outside world, 
between the “I” and the “non-I” world. 
Moreover, distance receptors are mere ex- 
tensions from the skin,—like the relation 
of wire-tapping to the unaided human ear. 
It is this which gives peculiar significance 
to his studies of variations in the latency 
of the galvanic skin reflexes of conditioned 
and unconditioned stimuli in the learning 
process. 

It may however, be useful to emphasize 
the fact that all such conditioning, both 
autonomic and psycho-motor, the result- 
ant intra-cerebral mechanisms for coding 
and sorting, the widely dispersed relays 
which insure attention, all of these operate 
not in the conscious symbolic system nor 
in the system of distorted or “unconscious” 
symbolic processing (in the psychoana- 
lytic sense) but on the preconscious level. 
This gives to preconscious processing a 
dominant significance in human mental 
life. 

Ultimately, if the machine model is to 
become a more adequate diagram of human 
mental equipment, it must provide us 
with a facsimile of 3 basic modes of 
mental functioning : 

(a) The vast majority of its action must 
take place on a level which is equivalent 
to preconscious processing. It is mainly 
on this level that unconditional responses 
occur to specific stimuli, with diffuse trans- 
mission to hypo-thalamic autonomic path- 
ways for homeostatic and homeothermic 
controls ; and it is in the same preconscious 
system that conditioned responses with 
longer latencies lead to less sterotyped pat- 
terns. For it is on this level that we estab- 
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lish conditioned reflexes to novel or neutral 
stimuli which have been linked to the 
unconditioned stimulis. Therefore, it is 
this which provides the initial diffuse 
searching and the gradual orientation which 
leads to adaptation. It is this multiple in- 
flow and outflow, including the autonomic, 
which constitutes the raw material of the 
learning process. 

Finally, it is on this level that input pat- 
terns are matched with pre-learned config- 
urations. 

All of this occurs through preconscious 
processing, based on unconditioned and 
conditional reflexes. This then is the core 
of what the machine model must in some 
measure set out to duplicate. 


(b) The next step however, is even 
more difficult. Superimposed on the pre- 
conscious process is a symbolic system 
which samples the preconscious stream. 
This must also include self-sampling, if 
it is to be a true analogy to human symbolic 
behavior. Moreover the sampling process 
feeds bits of information data back into 
the preconscious stream through fresh con- 
ditioned reflexes. This also must be 
matched by the machine model. 

(c) Finally, the machine model must 
reproduce in some measure that distortion 
of the sampling and self-sampling system, 
which in human affairs we call “uncon- 
scious.” To reproduce all three of these 
ingredients would be the ultimate goal of 
the machine model. 
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INFORMATION INPUT OVERLOAD AND PSYCHOPATHOLOGY * 


JAMES G. MILLER, M.D., Ph.D. 


It is a commonplace that variations in 
rates of input of energy or matter to the 
nervous system can result in pathological 
behavior, even complete breakdown in 
function and death. This is true both of 
lacks of energy or matter input, such as 
cerebral hypoglycemia and generalized 
starvation, and also excesses of energy or 
matter input, such as heat stroke and mag- 
nesium poisoning. So there can be energy 
or matter input underloads and overloads 
to the brain. 

In the last decade increasing attention 
has been devoted by physical, biological, 
and social scientists to the effects of altera- 
tions of rates of information input into 
systems, independent of changes in energy 
or matter flows. We use “information” in the 
currently accepted technical sense and are 
concerned not with the value of the infor- 
mation, but rather with the quantity of it. 
When measuring amounts of information, 
our units, according to current convention, 
will be binary digits or bits. The present 
view of information theory is that signals 
are complexes of data transmitted from one 
physical system to another, conveying in- 
formation only if they could not be pre- 
dicted from data previously available to the 
receiving system. As Jackson says(5) : 


Incomplete knowledge of the future, and also 
of the past of the transmitter from which the 
future might be constructed, is at the very 
basis of the concept of information. On the 
other hand, complete ignorance also precludes 


1 Read at the 115th annual meeting of the American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Director, Mental Health Research Institute, Univer- 
sity of Michigan, Ann Arbor, Mich. 

8 The author wishes to express his indebtedness to 
all his associates at the Mental Health Research 
Institute, whose continual discussions provided the 
substrate on which this research grew, and especially 
to Donald Marquis, Richard Meier, William Hor- 
vath, Caxton Foster, Arnold Horowitz, Donald May- 
nard, Kent Marquis, Lillian Kelly, Tom Mahs, Paul 
Halick, Merrill Jackson, Leonard Uhr, and Thomas 
Law. This research was supported in part by Depart- 
ment of the Army Contract DA-36-039-sc-78801 and 
by United States Public Health Service Grant MY- 
1871. 


communication; a common language is re- 
quired, that is to say an agreement between 
the transmitter and the receiver regarding 
the elements used in the communication proc- 
ess. . . . The information of a message can 
be defined as the “minimum number of binary 
decisions which enable the receiver to recon- 
struct the message, on the basis of the data 
already available to him.” These data com- 
prise both the convention regarding the sym- 
bols and the language used, and the knowl- 
edge available at the moment when the mes- 
sage started. 


INFORMATION INPUT UNDERLOAD 

In the last few years there have been a 
number of experimental studies suggesting 
that pathological function of the nervous 
system and abnormal behavior can result 
from information input underload, often 
referred to as “sensory deprivation.” Spitz 
(14) and Fischer(1) have held that the 
stimulation from the interaction between an 
infant with its mother, particularly in the 
third to sixth months of infancy, is neces- 
sary for normal mental development. 
Studying single children and small groups 
in institutions, they have contended that 
the effects of “hospitalism” in situations 
where maternal stimulation is lacking may 
lead to severe mental retardation. As yet, 
this question has not been studied with 
appropriate controls. Several rigorous ex- 
periments with animals on related issues, 
however, have been carried out. For in- 
stance Riesen(13) found that if he raised 
a chimpanzee in complete darkness for 
the first 3 months of life and then brought 
it into light, it would never be able after- 
ward to see perfectly. Apparently some sort 
of information input or sensory stimulation 
was necessary during the first 3 months for 
the visual nervous system to develop prop- 
erly. On the other hand, a chimpanzee 
raised in light for the first 3 months and 
then kept in darkness for as much as 6 
months, when returned to light, had tem- 
porary difficulty seeing, which quickly 
cleared up. The first few months appeared 
to be the critical period of need for visual 
inputs. Thompson and Heron(15) found 
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that puppies reared with restricted sensory 
and perceptual experiences showed more 
active exploratory behavior than normal 
in later life. This fits in with the fact (cf. 
12) that the genitalia of infant rats must 
be licked by their mothers or be stroked 
lightly by a human caretaker with a 
pledget of cotton to elicit urination or defe- 
cation. This is not a mechanical effect of the 
mother’s tongue or the cotton, but is med- 
iated through sense receptors on the rat’s 
skin. Also Meier and Stuart(9) have shown 
in a controlled study that handling and 
fondling kittens will speed up the normal 
maturational fur color change. 

A good deal of attention has been given 
to the sensory deprivation work of Heron, 
Doane, and Scott(4) in Hebb’s labora- 
tories, of Lilly(8), and of others. These in- 
vestigators have reported that diminishing 
the normal rate of sensory input to human 
subjects, either in closed booths or sub- 
merged under water with eyes and ears 
covered and a breathing tube to the surface, 
in a few hours produces delusions, illusions, 
hallucinations, and other abnormal psy- 
chic phenomena in some ways like psy- 
chotic states. 

From all these human and animal inves- 
tigations it appears that the organism must 


receive a certain rate of flow of sensory. 


information for norma] development, par- 
ticularly in infancy, and also for the main- 
tenance of adjustment throughout life. If 
information input underload occurs, path- 
ological behavior and perhaps permanent 
structural change result. 


ANECDOTES ON INFORMATION OVERLOAD 


In our present research we are asking 
whether the reverse condition, information 
input overload, can also produce psycho- 
pathology. This seems reasonable, since 
both energy underload and energy over- 
load can disturb organisms. We have not 
discovered any publications giving clear- 
cut indication of this. There are, of course, 
suggestive anecdotes. It is not only in nov- 
els and motion pictures that corporation 
executives, under prolonged daily pressure 
to make many rapid-fire decisions, break 
down. The speedy aging of America’s pres- 
idents, largely from the rush of their life 
and the continual weight of decisions, has 


been noted. The pressure on generals in 
wartime often has comparable effects. 

Perhaps the many blatant and competing 
sources of information—radio, television, 
movies, magazines, and newspapers—con- 
tribute to the increased tension said to 
characterize our age. In the moving pic- 
tures a person breaking down emotionally 
is depicted as seeing whirling bright lights 
coming toward him, loud noises, and other 
information overloads, as if this were the 
subjective experience of patients in this 
plight. But this is anecdote, not controlled 
experimentation. Is it possible to determine 
rigorously the effects of information input 
overload ? 


GENERALIZATIONS ABOUT 
FIVE LEVELS OF SYSTEMS 


The preliminary studies which we shall 
report here are directed to this question. 
They are conducted in the conceptual 
framework of the general behavior systems 
theory being developed by our research 
group(10). We are concerned with individ- 
uals, but also we wish to discover whether 
there are measurable similarities in the 
functions of various levels of behaving 
systems. We are equally interested in sys- 
tematic differences across these levels. So 
we have undertaken to investigate the ef- 
fects of information input overloads on 5 
levels of behaving systems : The cell (the 
neurone), which is a subsystem of the 
organ (the brain), which is a subsystem of 
the individual, who is a subsystem of the 
small face-to-face group, which is a subsys- 
tem of the larger social institution. Our re- 
search, therefore, comprises 5 separate, 
concurrent studies with similar research 
designs, at the levels of cell, organ, in- 
dividual, group, and social institution. 

Three aspects of behaving systems can be 
studied in relation to information input 
overload. The first is their performance 
when viewed as channels transmitting in- 
formation ; that is, the relation between 
the input of information into the system 
and its output. The second is the mecha- 
nisms of defense or adjustment of the sys- 
tem to the stress of information input 
overload. And the third is the costs. 

Concerning performance, we have con- 
cluded from a literature survey that if in- 
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put in bits per second is plotted on the 
abscissa against output in the same units on 
the ordinate, output will rise as a linear 
function of input up to a certain point, 
leveling out at a channel capacity which 
cannot be exceeded, remaining at that 
level for a period. It will probably then 
decrease swiftly, the amount of information 
being put out actually decreasing in a “con- 
fusional state” as the input rate continues 
to increase. This represents a final collapse 
of this function of the system. 

In our literature search we tried to dis- 
cover all the mechanisms of adjustment 
used by systems to handle information 
overloads. We identified a number, each 
of which in some way helps with the prob- 
lem, but each of which also has a cost in 
some sort of decreased efficiency of infor- 
mation transmission. Not all systems have 
all these mechanisms of adjustment avail- 
able to them. In general it seems that the 
larger and more complex systems have 
more of them, which is understandable 
because they have more specialized sub- 
systems, whose functions are to provide 
such mechanisms. Those which we have 
identified are: (a) omission—temporary 
nonprocessing of information ; (b) error— 
processing incorrect information, which 
may enable the system to return to normal 
processing afterwards ; (c) queuing—delay- 
ing the response during a period of high 
overlap of input information in the expec- 
tation that it may be possible to catch up 
during a lull; (d) filtering—neglecting to 
process certain categories of information 
while processing others ; (e) cutting cate- 
gories of discrimination—responding in a 
general way to the input, but with less 
precision than would be done at lower 
rates, i.e., instead of reporting “I see yel- 
low,” saying “I see a light color” or “I see 
a color” ; (f) employing multiple channels 
—processing information through two or 
more parallel channels at the same time ; 
decentralization is a special case of this ; 
and (g) escape from the task. 

These mechanisms of adjustment do not 
sound like the classic mechanisms of de- 
fense of Anna Freud, but they may overlap 
somewhat. For example, the mechanism 
of isolation may be like omission and flight 


—_ reality may be like escape from the 
task. 

Costs of information transmission may 
be quantified variously. One may measure 
the amount of energy required by the sys- 
tem to transmit an average bit of informa- 
tion; the amount of some other scarcity 
required to transmit an average bit; the 
amount stressful overload shortens the du- 
ration of survival of the system or organism; 
and even perhaps the effects in altering 
the probability of risks taken by the system 
in making decisions critical to its contin- 
uing existence. 

In general we conclude from our litera- 
ture studies that the cost per bit of informa- 
tion flow at very high rates is probably 
much greater than at low rates, rising pre- 
cipitously at the confusion period as the 
system begins to break down. However, the 
empirical measurement in comparable units 
of costs of information flow across the var- 
ious levels of systems is difficult and we 
have not yet undertaken such studies. We 
mention them simply as possible future re- 
searches and shall now turn to the details 
of measurements of performance and mech- 
anisms of defense at the various levels of 
systems. 


DATA ON THE CELL 


It is possible to overload a cell special- 
ized for the transmission of information—a 
neurone—by increasing the rate of input of 
electrical impulses to it until finally its 
transmission breaks down. This is not an 
energy overload, and is rapidly reversible. 
A review of relevant articles indicates that 
there is as yet no agreement as to how 
neurones code information, whether ampli- 
tude modulation, frequency modulation, 
pulse duration modulation, or some other 
method is employed. We therefore cannot 
make a direct translation from neural im- 
pulses per second to bits per second. How- 
ever, if we were to make the not-too-unrea- 
sonable first-order assumption that there is 
a correlation of some sort between the 
number of impulses and the number of bits 
per second, input-output performance 
curves of neurones in units of impulses per 
second may be assumed to have a similar 
shape to curves calculated in bits per 
second. In many neurophysiological studies 
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the rates of stimulation of cells were altered 
and the outputs measured electronically. 
For example, Granit and Phillips(3) re- 
ported concerning the responses of a Pur- 
kinje cell of the cerebellum that its output 
rate followed the input rate up to about 
180 impulses per second, but when stim- 
ulated at a faster rate (280 impulses per 
second ), its output fell to 30 a second. 


THE ORGAN SYSTEM 


Input-output performance characteristics 
of total organ systems have also been 
studied, the units in such researches also 
being impulses rather than bits per second. 
Function of the complete visual tract, an 
entire organ system, was investigated, for 
instance, by Jung and Baumgartner(6). 
They made microelectrode recordings from 
the optical cortex in cats being stimulated 
by light impulses of constant duration but 
various rates of flicker. Concerning what 
they called “B-type” reactions in the optical 
cortex, they made the following findings : 
the discharge rate increased from about 22 
per second when 4 flashes per second were 
given to the cat, up to a maximum of about 


25 per second when 7 flashes per second 
were administered. On further increase of 
flash frequency the rate of impulses dimin- 
ished, so that at 10 flashes per second it was 
18 ; at 18 flashes per second it was 15 ; and 
at 50 flashes per second it was 6. 


THE INDIVIDUAL 


Quastler and Wulff(11) investigated pi- 
ano playing as an exampie of information 
transmission by individuals. Random music, 
constructed from a table of random num- 
bers, was played by 3 young pianists who 
were excellent sight readers. After practice 
with this sort of music, the subjects esti- 
mated the highest rate at which they could 
play the music at sight. This rate was set 
on an electric metronome, and the first test 
piece presented. Successive numbers were 
then presented at gradually increasing 
speeds, up to a rate which was obviously 
well beyond their capabilities. All perform- 
ances were recorded on tape and timed 
with a stopwatch. The errors in the differ- 
ent performances were scored by listening 
to the tapes. From these errors plus knowl- 
edge of the amount of music played in 


a given time, rates of information trans- 
mission were calculated. 

The results of these tests were as fol- 
lows: The pianists made few errors up 
to a speed of about 5.2 keys per second. 
Thereafter as speed increased, precision 
was sacrificed and the error rate increased 
so that both the transmission rate per sec- 
ond and the number of correct keys per 
second remained approximately constant. 
Then the proportional trading of speed for 
precision went on until a second critical 
point was reached, which was the highest 
useful speed, about 10 keys per second. 
Beyond this rate the quality of performance 
deteriorated rapidly, as a result of con- 
fusion. The peak transmission rates were 
between 10 and 14 bits a second when 3 
to 5 keys of the piano were used ; 16 bits 
a second with 9 keys; 19 bits a second 
with 15 keys; 23 bits a second with 25 
keys ; and 22 bits a second with 37 keys. 
When the range was extended to 65 keys, 
a few errors occurred even at low speeds, 
and the transmission rate peaked at only 
about 17 bits a second, because frequent 
jumps had to be made between distant 
keys. There were individual differences 
among the subjects in the mechanisms of 
adjustment to information input overload. 
One sacrificed speed but minimized er- 
rors ; another kept closer to the established 
speed than the others, though with more 
errors. 


THE GROUP 


At the group level Lanzetta and Roby(7) 
conducted an experiment with sets of 3 
subjects seated in separate booths, com- 
municating by an interphone circuit 
through which, by depressing a hand 
switch, any subject could speak simul- 
taneously with both other subjects. In 
each booth were 2 switches, each with one 
“off” and 3 “on” positions. There were also 
printed operating instructions in the booth. 
A slide projector threw pictures of 2 sim- 
ulated aircraft instruments on the front 
wall of each booth. The subjects were re- 
quired to relay information presented to 
them by instrument readings to the proper 
booth and to execute control actions with 
their switches, based on relayed or directly 
available instrument readings. The settings 
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of the instruments were automatically re- 
corded. 

The rate of presentation of the slides was 
altered and other changes were also made 
in the situation. Average group error in- 
creased as the rate of information trans- 
mission in bits per minute increased. The 
maximum rate of information transmission 
in these groups was 12.64 bits per minute. 


THE SOCIAL INSTITUTION 

Data concerning information input over- 
load in social institutions are rare, but 
Fritz and Grier(2) have studied informa- 
tion flow in human organizations larger 
than groups in direct contact, specifically 
the conversations between pilots and con- 
trol tower operators during landings at 
an Air Force training base. In this situation 
the upper limit of transmission observed 
was about two bits per second, by their 
perhaps questionable calculations, and 
there was evidence that above such a rate 
overloading could occur. 

The various researches reviewed indi- 
cated that at different levels a number of 
the mechanisms of adjustment mentioned 
above are employed, including omissions, 
errors, queuing, and filtering. 

It appears that channel capacities per 
channel are less the larger the system. This 
is a regular, hierarchical difference, pro- 
ceeding from a maximum of several hun- 
dred impulses (or bits) per second at the 
level of the neurone, to perhaps 200 at the 
organ system, to about 30 for the individ- 
ual, to a good deal less for the group and 
the social institution, although these last 
values are less certain. While it is not 
entirely obvious from the literature at pres- 
ent, it does make sense that the more com- 
ponents there are in a channel, the more 
opportunities there are for loss of informa- 
tion at junctions between subsystems. Also, 
no such channel is faster than its slowest 
component. Of course large systems have 
many more parallel channels than small 
systems, so that they can handle more in- 
formation overall, even though the average 
channel capacity is lower because the aver- 
age channel is longer and has more sub- 
systems. 


OUR CURRENT EXPERIMENTS 
An interdisciplinary team in our Insti- 


tute is now collecting data on performance 
of systems at 5 levels under information 
input overload. For neurones we are trying 
to determine the method of information 
coding by a sort of cryptographic analysis. 
We plan to make a contingency table, 
plotting various sorts of inputs to neurones 
against their respective outputs, hopeful 
of learning by analysis of that table what 
cole or codes are used. We have built an 
apparatus capeble of stimulating neurones 
at various rates, with various degrees of 
regularity or randomness, and at various 
intensities. We are studying individual fi- 
bers in frog nerves, recording outputs from 
microelectrodes. 

At the level of the organ we plan to 
study the visual nervous system of the cat, 
stimulating the retina electrically and pho- 
tically with our apparatus and recording 
outputs through electrodes implanted on 
the optic nerve, the lateral geniculate, the 
superior colliculus, and the calcarine fissure 
area of the cortex. In these cell and organ 
level studies we expect to find performance 
curves rising to channel capacity, levelling 
out, and eventually breaking downward as 
input rates increase. Further, we expect 
to find in the cell the mechanisms of ad- 
justment of omission and error (that is, 
stimuli not strong enough to fire the next 
neurone in a chain). Queuing may well 
also exist. The neural threshold constitutes 
a type of filtering. Whether other mech- 
anisms of adjustment will be found is un- 
certain, but at the level of the organ, of 
course, multiple channels also exist. 

Individual and group experiments have 
both been done on the IOTA apparatus 
which we have designed and built. This 
is a piece of equipment by which stimuli 
are presented to a subject on a transparent 
ground glass screen about 3 by 4 feet in 
size, which sits on a table in front of him. 
He responds by pushing appropriate but- 
tons arrayed before him. Stimuli are thrown 
on the back of the screen by a Percepto- 
scope, which is a sort of projector capable 
of showing movie film at rates of from one 
to 24 frames per second. The film contains 
little white dials with black arrows on 
them, which can appear in from 1 to 8 of 
the 8 two-inch wide vertical slots which 
run down the screen in front of the sub- 
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ject. Arrows can assume any one of 8 angu- 
lar positions, like clock hands. Before the 
subject is a set of 8 buttons for each of the 
slots being used. Since he can see stimuli 
in a maximum of 8 slots at once, altogether 
he has 64 buttons, 8 sets of 8 buttons each. 
If an arrow in Position b appears in Slot 
3, the correct response is to push Button 
b of the set for Slot 3. Any other response 
is an error. If the subject pushes none, 
that is an omission. 

Queuing is also possible. The subject 
has a foot pedal by which he can lower 
or raise opaque strips behind each of the 
slots. At the beginning of each test only 
the top square in each of the slots being 
used is open so that light can come through. 
However, if the subject pushes his pedal, he 
can move the opaque strips to open up to 


1l more squares, a maximum of 12. By 
pushing the pedal in the other direction he 
can close these up again, as he wishes. 
The moving picture film is so made that 
if an arrow appears in Position b in Slot 3 
in Frame 1 of the film, it goes to the next 
lower position in that slot in Frame 2, and 
to the next lower in Frame 3, until it has 
gone through all 12 positions and finally 
disappears from the screen. In the mean- 
time other stimuli may be appearing higher 
in the same slot or in others. When the 
subject pushes his queuing pedal, he there- 
fore gives himself more time to respond 
to the stimulus before it disappears. He 
can filter by paying attention only to the 
arrows pointing up or to those pointing to 
the left, rather than to all 8 positions. He 
can cut categories of discrimination by 


FIGURE 1 
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pushing all 4 left buttons in Slot 3 if he is 
not sure exactly in which of the 4 left direc- 
tions the arrow pointed, but knows it 
pointed toward the left, or by pushing all 
8 buttons for Slot 3 if he simply saw an 
arrow but has no idea as to its direction. 
On occasion he can use multiple channels 
by working with both hands at the same 
time. Finally escape is possible, if he gives 
up and refuses to continue the task. So 
all the mechanisms of adjustment we have 
mentioned are possible on the IOTA. 
This apparatus can increase in several 
ways the amount of information per sec- 


ond being processed : by speeding the rate ; 
by increasing from 2 to 8 the number of al- 
ternate positions for the arrows ; by raising 
the number of slots used simultaneously ; 
or by altering the degree of regularity or 
randomness of the presentations. 

We have run experiments on this equip- 
ment with trained individual subjects. 
Performance curves for two subjects are 
seen in Figure 1. There are individual dif- 
ferences, but the curves have similar forms, 
rising to a channel capacity between 4.5 
and 6 bits a second and then perhaps 
falling off, though our data so far do not 


FIGURE 2 
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make us certain this fall occurs. All mech- 
anisms of adjustment mentioned above ex- 
cept multiple channels and escape were 
used by these subjects, as indicated in Fig- 
ure 2. In general the use of these mecha- 
nisms—especially omissions and filtering— 
increased as the loads increased. 

We have also begun to use the [OTA 
apparatus with groups. In this situation 3 
members of the group, A, B, and D, face 
the screen. A calls out the slot in which 
an arrow appears, and B calls out a letter 
representing the position. C, whose back 
is turned to the screen but who is facing 
the buttons, then pushes a button in terms 
of the information he got from A and B. 
When C pushes a button a small red light 
in one of 8 positions lights up over one of 
the slots, indicating which button he 
pushed. If his push is correct, D says 
nothing. If the push is incorrect, D cor- 
rects him and C pushes another button 
until he finally pushes the right one. The 
performance curves from our runs with 
two groups (Figure 3), have the same gen- 
eral appearance as the performance curves 


of the individual subjects, though at lower 
channel capacities between 2 and 2.5 bits 
per second. Also the use of mechanisms 
of adjustment (Figure 4) was comparable, 
although it happened that queuing was 
not employed. Group system organization 
involves new and interesting problems 
related to the various roles of its members 
and the effects of their intercommunication 
channels on the group performance. 
Finally a comment on the level of the 
social institution. We are arranging to do 
research in the next few months on the 
overloading of a simulator developed for 
training and research on the operation of 
our national air raid warning system. In 
this simulator, groups of individuals in 
separate rooms receive information auto- 
matically, concerning planes flying in the 
particular air spaces for which they are 
responsible. They reinterpret these signals 
so that they can be plotted on the coordi- 
nates of information boards, for the military 
command. We plan to generate different 
presentation rates with various degrees of 
randomness of signals in different positions, 
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FIGURE 4 
MEAN UTILIZATION OF MECHANISMS OF ADJUSTMENT BY BOTH GROUPS 
AT VARIOUS INPUT RATES 
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and to discover the performance charac- 
teristics, channel capacity, and mechanisms 
of adjustment of this heirarchical, larger 
than face-to-face social institution. It is ap- 
parent that the same types of dimensions 
can be used in measuring this sort of per- 
formance as in smaller systems. Preliminary 
experiments done by others with such man- 
machine systems have shown that under 
high overload rates they can break down 
and that, as would be expected, the systems 
are under real stress in saturation raids 
and other overload circumstances. 


CONCLUSION 
Although more than a thousand related 


articles were reviewed in our literature 
survey, no references were ever found in 
them or in their bibliographies crossing 
from one level, say the neurophysiology of 
the cell, to another, such as group psycholo- 
gy. In one article an offhand suggestion was 
found that such generalization might be 
possible, but it was apparent that in pres- 
ent-day behavioral science cross-level sim- 
ilarities are rarely considered and general 
systems properties seldom taken into ac- 
count. This, despite the fact that at all 
levels comparable performance curves 
have been discovered. Since such general 
systems characteristics are not sought, the 
same phenomenon, with different names, 
different dimensions and units, is being 
discovered over and over again at different 
levels. Known for many years in neuro- 
physiology, it is only recently being recog- 
nized at the individual level. Yet it is prob- 
able that, if information input overload 
causes similar performance curves and mo- 


bilization of comparable defenses at all 
levels of behaving systems, it can explain 
some of the psychopathology of everyday 
life and clinical practice. 
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BRAIN DAMAGE FROM CHRONIC ALCOHOLISM : 
THE DIAGNOSIS OF INTERMEDIATE STAGE 
OF ALCOHOLIC BRAIN DISEASE ' 


A. E. BENNETT, M.D.?, G. L. MOWERY, anv JOEL T. FORT, M.D. 


Our studies of hundreds of patients in 
the past 7 or 8 years point to the rising in- 
cidence of acute and chronic stages of al- 
coholic brain disease ; and to the existence 
of a midway stage, which we have called 
the intermediate brain syndrome(1). Our 
findings about these stages, particularly the 
intermediate one, have implications for 
practical treatment and a preventive pro- 
gram. 

Pathologic drinking, chronic alcoholism 
and alcoholic addiction have become a 
major national problem. “From a_ public 
health standpoint,” Maurer and Vogel(2) 
state, “probably the most important drug of 
addiction in the United States is alcohol.” 
Bowman(3) raises the question why, out 
of some 70 million persons who use alcohol 
without undue harm, some 5 million use it 
at times to excess and about a million of 
them are alcohol addicts. He concludes 
that existing knowledge and tools must be 
used to the utmost, until research yields 
more adequate data regarding causes of 
alcoholism and methods of treatment. 

Statistics show that organic brain disease 
in alcoholic patients is increasing. The 
first admission rate of alcoholics with psy- 
chosis to California state mental hospitals 
increased from 5.9 in 1940 to 7.5 in 1953 
per 100,000 civilian population. This in- 
crease in alcoholic brain disease has partly 
replaced the incidence of syphilitic men- 
ingoencephalitis, which in the same period 
dropped from 7.5 to 1.5 per 100,000 pop- 
ulation. In 1953 the first admission rate of 
alcoholics with or without psychosis, 34.3, 
almost equaled that for patients with schiz- 
ophrenia, 36.2 per 100,000 population. 

Many persons still find it hard to under- 
stand that alcoholism is a disease ; and that 


a Read at the annual meeting of The Society of Bio- 
logical Psychiatry, Atlantic City, N. J., Jume 13-14, 
1959. 

2From the Department of Psychiatry, 
Memorial Hospital, and the A. E. Bennett Neuro- 
psychiatric Research Foundation, Berkeley, Calif 
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alcohol addiction is an advanced stage 
which may lead to such other serious dis- 
eases as hepatic, metabolic, renal, cardiac 
and organic brain diseases. The organic 
factors in chronic alcoholism tend to be 
overlooked, and the neglect accounts for 
many failures in treatment. These facts 
are sometimes ignored in the literature. For 
example, Alcoholism as a Medical Problem 
(4), a report of a recent conference spon- 
sored by two New York medical groups, 
has no mention of the incidence and im- 
portance of alcoholic brain disease. A few 
investigators have called attention to this 
neglect. Lemere(5) points out that the 
habit-forming properties of alcohol have 
been insufficiently stressed in the litera- 
ture ; and that most alcoholics may drink 
for years “before they gradually and insid- 
iously slip over into uncontrolled pathologic 
drinking.” The loss of control he ascribes 
to “physical changes that take place in the 
brain after years of heavy drinking”(6). 

In our experience in the psychiatric de- 
partment of a private general hospital, a 
large proportion of patients have been ad- 
mitted because of chronic alcoholism, many 
of them with serious physical complica- 
tions. Alcoholic brain disease is usually 
classified as : (a) acute alcoholic brain syn- 
drome, acute intoxication, delirium tremens 
and acute hallucinosis—a reversible stage ; 
and (b) chronic brain syndrome, cortical 
atrophy and midbrain involvement, organic 
dementia or Korsakoff's or Wernicke’s dis- 
ease—an irreversible stage. 

In the past 6 years about 750 patients 
were admitted for alcoholism to the psy- 
chiatric department. Electroencephalo- 
graphic studies showed that in about a 
third of these patients the persistently ab- 
normal EEG pattern would finally return 
to normal after months of sobriety. Cortical 
cerebral atrophy was present in most cases 
of chronic alcoholism. From these observa- 
tions it was decided to extend the study 
over a comprehensive series of cases. 
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ELECTROENCEPHALOGRAPHIC STUDIES IN 227 
CASES OF ALCOHOLISM 


Electroencephalographic findings were 
persistent mild generalized 15-30 and 4-7 
per second activity, at times with paroxys- 
mal slowing and spiking. Fast activity par- 
allels the acute clinical course of alcoholism 
and can improve. Persistent fast activity 
with slow activity spike discharges indicates 
organic brain pathology. These persistent 
abnormal EEG tracings are a valuable early 
diagnostic sign of organic brain disease. 
In some cases they precede the clinical 
symptoms of organicity. 

Incidence of abnormality in 227 case 
studies : 78 cases with repeat EEG rec- 
ords: 36%; 25 cases with psychological 
tests: 11%; 12 cases with pneumoen- 
cephalograms : 5%. 

1. Acute stage, 98 cases: Thirty-seven 
(37%) had abnormal EEG records, reversed 
to normal ; 8 cases had psychological test- 
ing, 3 with evidence of organicity ; 53 cases 
had normal EEG records. 

2. Intermediate stage, 81 cases: Sixty- 
four (79%) had abnormal EEG records, 
usually reversed to normal slowly ; 5 cases 
out of 6 psychological tests showed organic 
brain damage; 4 cases had pneumoen- 
cephalograms 3 of which showed cerebral 
atrophy ; 17 cases had normal EEG records. 

3. Chronic stage, 48 cases: Thirty-eight 
(79%) had abnormal EEG records ; 11 cases 
had psychological tests: all showed evi- 
dence of organic brain damage ; 8 cases had 
pneumoencephalograms : 7 showed cere- 
bral atrophy ; 10 cases had normal EEG 
records. 


78 cases with repeat electorencephalograms 
Acute Intermediate Chronic 
15 Cases 39 Cases 24 Cases 
Unchanged 2% 14% 14% 
Decreased abnormality 13% 21% 6% 
Increased abnormality 0% 4% 4% 


CLINICAL OBSERVATIONS OF INTERMEDIATE 
STAGE OF BRAIN DAMAGE 


Personality changes: These show such 
symptoms as a rationalization of drinking, 
pathologic lying, infantile behavior, poor 
judgment, hostility, emotional lability, de- 
fiance, denial of illness, lack of insight. 

Drinking pattern : It is an addictive, de- 


pendent or compulsive drinking, usually 
with daytime and solitary drinking. 

Physiological reactions: These include 
blackouts, withdrawal reactions, severe 
hangovers. There are deliriod or convulsive 
episodes in about 50% of cases, and systemic 
complications such as fatty liver, cirrhosis, 
polyneuritis. 

Psychological test findings: The main 
ones are perceptual (visual) organization 
defect ; intellectual and personality deteri- 
oration ; and impaired abstraction. 

A recent French report by Lafon and co- 
workers(7) of 100 cases of chronic alco- 
holism confirms our findings. The pneumo- 
encephalographic studies showed cerebral 
atrophy in 78 (78%) cases; the atrophy 
often pronounced, was usually diffuse, and 
was cortical in 8%, subcortical in 44% and 
corticosubcortical in 48%. The degree of 
atrophy did not correlate strictly with the 
clinical manifestations. This frequency in 
chronic alcoholism suggests a causal link. 
The EEG was abnormal in 80 patients, 
normal in 20. In 58 (58%) patients the 
pneumograms and EEGs could be definite- 
ly correlated, principally in cases of long- 
standing alcoholism. In the 42% with dis- 
cordant findings the radiologic findings 
were often significant while the EEGs were 
within normal limits. 

Clinical symptoms : This phase of alco- 
holism is hard to determine accurately from 
only the clinical picture. The patient’s 
drinking pattern often may indicate early 
alcoholic brain disease. He requires a morn- 
ing drink to control his withdrawal symp- 
toms and to keep on at work. His appetite 
may be poor and he does not eat enough, 
so that the nutritional imbalance is aggra- 
vated and avitaminosis may become a cause 
of progressive cortical atrophy. Fatty liver 
changes are common. He has now lost 
control over alcohol. 

A significant early clinical sign is the ap- 
pearance of blackouts or temporary periods 
of amnesia about happenings in the drink- 
ing episodes. The patient may resort to 
other addictive drugs to help allay his fears 
and tensions. Possibly within a year or two 
after the development of recurrent black- 
outs, brain damage will begin. 

As the benders become more frequent, 
the patient drinks to relieve symptoms of 
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former bouts and cannot stop drinking even 
when he tries to. At this stage, changes in 
cerebral functions have usually begun and 
there is progressive impairment of frontal 
lobe brain functioning. The patient's in- 
creased dependency on alcohol and his in- 
ability to control drinking force him into 
intricate rationalizations, excuses and lies 
which are aptly termed “alcoholic thinking” 
by Alcoholics Anonymous. The drinking 
pattern is compulsive, with solitary and 
daytime drinking. Poor judgment, emo- 
tional lability, infantile behavior, hostility, 
defiance and denial of illness, with almost 
complete lack of insight, make up the 
clinical picture. Too often these symptoms 
are ascribed to the sociopathic personality 
of the patient, whereas they are caused by 
the chronic toxic effects of the addictive 
drug ethyl alcohol, and are organic symp- 
toms of brain damage. 

The concept of alcoholism : The clinical 
picture, therefore, consists of two factors : 
the underlying, addiction-prone personality 
and the alcohol pathology. The two factors 
are not easily separated in a given case. 
After an acute episode the underlying per- 
sonality disorder tends to be emphasized 
and the incipient stage of brain syndrome 
to be unnoticed. 

Korsakoff's psychosis or Wernicke’s dis- 
ease forms the classic symptoms of chronic 
brain syndrome. There is hemorrhage or 
other degenerative processes in the mid- 
brain, due mainly to nutritional deficiency. 
Pathology is also usually found in the cor- 
tex, because alcohol by its narcotic and 
anoxic effect on nerve tissues leads to cell 
death and cerebral atrophy. Courville(8) 
recently called attention to these pathologic 
effects : 


One of the more common noteworthy effects 
of repeated alcoholic episodes or of chronic 
alcoholism from constant excessive drinking is 
a progressive atrophy of the cortex of the 
frontal lobes. The change affects specifically 
the convolutions of the dorsolateral surface of 
these lobes. This relation to chronic alcoholism 
seems to be one resulting from the toxic effects 
of ethanol rather than malnutrition (avita- 
minosis) . 


He calls such chronic alcoholism 


the most common cause of cerebral cortical 
atrophy in the fifth and sixth decades of life. 


It may appear as early as the first few years 
of the fourth decade, particularly in individuals 
who have presented signs of a _ psychotic 
trend. 


A report by Tumarkin and coworkers(9) 
discusses the lack of correlation be- 
tween clinical and laboratory signs. Though 
without gross pathologic findings, 7 chronic 
alcoholic male patients showed brain dam- 
age and significant intellectual impairment, 
according to abnormal EEG records with 
bilateral, high-amplitude slow waves (3-4 
per sec.) in the frontal and some parieto- 
occipital areas. Certain Wechsler-Bellevue 
subtests also indicated brain damage and 
significant intellectual impairment. 

These data point to the thesis of a chron- 
ic brain syndrome of cortical pathology. 
Courville’s comment of “individuals who 
have presented signs of a psychotic trend” 
accords with our observation that those 
patients suffering from cortical pathology 
do not show overt signs of organic psy- 
chosis, but rather an accentuation and exag- 
geration, to psychotic extent, of the pre- 
existing personality disturbance. Therefore 
the true nature of this state escapes the 
attention of many physicians, including 
psychiatrists, and at the same time helps 
to explain why so many chronic alcoholics 
do not respond to psychotherapy. 

The theory, however, that persistent ab- 
normal EEGs indicate the presence of or- 
ganic brain pathology does not mean, con- 
versely, that all organic brain pathology 
is accompanied by abnormal EEGs. In 
some cases of Korsakoffs psychosis, for 
example, the abnormal EEG can improve to 
normal despite the remaining organic pa- 
thology. A similar condition was seen in 
some advanced cases of paretic dementia 
(10). 

Diagnosis of stages—the value of electro- 
encephalography: As already noted, the 
differentiation of stages of the syndrome 
depends on a careful study of laboratory, 
clinical and psychological findings(11). 
Early in our observations we found that 
in patients who had been hospitalized be- 
cause of an acute brain syndrome the fol- 
lowup EEG records showed various differ- 
ences. In some cases the EEG quickly re- 
turned to normal while in others it re- 
mained abnormal. Abnormal EEGs, how- 
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ever, could not be equated with cortical 
pathology. Only when the patient’s mental 
symptoms of acute intoxication related 
mainly to cortical functions and when the 
abnormal EEG record persisted after the 
acute episode, did the combined findings 
point to the chronic cortical pathology. 
Moreover, as reported by Lafon, in 58 of 
100 cases with pneumoencephalographic 
studies, the radiologic and EEG findings 
could be definitely correlated. 

Therapeutic implications: Abnormal 
EEGs, therefore, that do not clear up fairly 
soon after the acute brain syndrome is 
over point to some residual organic pathol- 
ogy. Prompt recognition of the early stages 
leads to a proper therapeutic program. Such 
patients first need medical care of the or- 
ganic features of brain damage. Half of 
these patients have other systemic diseases, 
such as liver damage, which must be 
treated. Education of relatives as well as of 
the patient as to the significance of brain 
damage is important. Relatives are more 
tolerant of the patient’s personality changes 
and unusual behavior, the better they un- 
derstand that much of these disorders are 
beyond his control, but that the organic 
features will improve with prolonged treat- 
ment. 

The patients require restraining care, 
either prolonged hospital or institutional 
control, until some insight can be estab- 
lished, or close supervision at home to pre- 
vent their access to alcohol. The judicious 
use of disulfiram or citrated calcium car- 
bamonitrile to prevent drinking is an aid 
to home care of the patient. 

The following 3 cases illustrate the value 
of repeated EEG, psychologic and pneu- 
moencephalographic studies in pointing to 
intermediate stage of alcoholic brain dis- 
ease : 


Case 1: A patient in intermediate stage of 
alcoholic brain disease, reversible after 2 years 
of sobriety. A man of 50 had begun to drink 
heavily a few years earlier, soon after his son’s 
death. At his first hospitalization for alcoholism, 
delirium tremens developed and was followed 
by two convulsions. An EEG recording taken 
on the day before the first convulsion showed 
slow activity with superimposed fast activity 
and minimal spike discharges. The second 
EEG, taken two weeks later, showed essential- 
ly the same findings except for a little in- 


creased fast activity. The third and fourth 
EEGs, taken 1 month and 2 months after the 
first, still showed abnormally slow activity, but 
with decreased fast activity and less seizure 
activity. 

An acute alcoholic bout necessitated the pa- 
tient’s second hospitalization 1% years later. 
His fifth EEG recording, taken then, showed 
much improvement, with only very mild fast 
activity ; the sixth, taken a month and a half 
later, again showed generalized slow activity, 
but without spike or fast activity. The patient 
was then put on disulfiram and was able to 
abstain completely from drinking. The seventh 
EEG, taken a few months later, showed a 
normal pattern. 


Case 2: A male, age 45, in early phase of 
intermediate brain disease ; psychological tests 
confirmed organic disease and pneumoence- 
phalography showed early brain atrophy. 
The patient had been a social drinker since 
college days. After discharge from the Army, 
following marital discord and divorce, he be- 
gan excessive and compulsive secret drinking. 
He remarried and for 2 years before his ad- 
mission he had had temper outbursts and rages 
and physically abused his wife. Even small 
amounts of alcohol produced blackouts and 
irrational periods, and his wife had to watch 
over him constantly. Psychotherapy was tried 
for months, and he joined Alcoholics Anony- 
mous, but with little change in personality or 
behavior. He agreed to hospital care when his 
wife threatened to leave him. Two EEGs were 
normal. A battery of psychologic tests was di- 
agnostic of neurotic character disorder, with 
diffuse organic impairment defect in immed- 
iate memory, some concreteness in thinking 
and a disturbance in his visual spatial organ- 
ization. The pneumonencephalogram showed 
mildly dilated ventricles, dilated basal cis- 
terns and all the subarachnoid spaces, sugges- 
tive of brain atrophy. This patient now takes 
disulfiram daily and has remained abstinent 
for 2 years. He is successful in both his home 
life and his business. 


Case 3: Illustrates a case of intermediate 
brain disease that reached irreversible changes. 
A woman of 49 who had drunk excessively 
for many years, with violent episodes and ex- 
treme hostility toward her family, had had 
grand mal seizures at times during her drink- 
ing. During her first hospitalization she denied 
having any problems, blaming all her difficul- 
ties on her family. Of the 3 EEGs taken in her 
3 week stay, the first showed severe fast activ- 
ity and some slow activity; and the second and 
third, moderate fast activity but no slow ac- 
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tivity. A fourth EEG, taken a month after her 
discharge, showed an increased fast activity. 
Upon her second hospitalization, 2 years later, 
she was extremely demonstrative and euphoric, 
though oriented ; a grand mal seizure on the 
fifth day was followed by a 2-day period of 
delirium. The fifth EEG, taken just before the 
delirious episode, showed severe fast activity 
and some slowing; and the sixth, taken 18 
days later, showed some improvement with 
less fast activity, no slow activity and recov- 
ered alpha. 

Four psychological tests (Rorschach, Bender- 
Gestalt Designs, Wechsler-Bellevue Digit Span 
Test and the Wechsler-Bellevue Block Design 
Test) were administered during the second 
hospitaliziation ; all showed definite evidence 
of organic impairment. Pneumoencephalogra- 
phic x-rays of the brain made elsewhere 
showed definite cerebral atrophy. 


In the following case the disease was too 
far advanced for rehabilitative treatment 
to be effective : 


Case 4: Male patient, age 49, illustrates a 
severe grade of chronic alcoholic brain disease, 
with permanent atrophy of the brain. The pa- 
tient had been a problem drinker for 20 years. 
Presumably his drinking contributed to marital 
difficulties and in a few years his wife left 
him. He had lost many jobs because of drink- 
ing, but his father’s influence had always 
helped him to find new work. After the fa- 
ther’s death in 1954, the patient lived alone 
with his mother. He drank almost continuously 
except for periods when his mother took him 
on trips. He had been in contact with A.A. 
since 1949 and in recent years had gone to 
meetings quite regularly, but continued to 
drink. While living with his mother the patient 
tried to conceal his drinking from her, and she 
in turn acted constantly as a watchdog and 
nurse. During periods of drinking he would 
become ugly and sarcastic, telling his mother 
he despised her ; on one occasion he physical- 
ly abused and almost killed her. In 1954, after 
he had lost a job because of drinking he was 
committed to a state hospital for 3 months. 
Upon discharge he took a trip abroad and 
impulsively, on short acquaintance, married 
again without having previously obtained a 
divorce. 

At the insistence of his mother and through 
the influence of A.A., he was finally brought 
for evaluation. An examination revealed an 
overly familiar, very pleasant, passive male 
patient. Although he admitted all of his diffi- 
culties with drinking, he minimized their im- 
portance and had no insight into the serious- 


ness of his condition. He felt he could do all 
right if he could move to his own apartment, 
away from his mother. He saw no reason why 
he should either stop drinking or attempt to 
find useful work. He readily agreed to go along 
with our recommendations but it was quite 
obvious that he could not carry them out. 

An EEG revealed a distinctly abnormal 
record with a mixture of slow waves and fast 
activity. A variety of psychological tests 
showed a generalized deterioration of his per- 
sonality functioning, with evidence of organic 
factors, defects such as confusion and memory 
impairment, all suggesting serious brain dam- 
age. A pneumoencephalographic x-ray study of 
the brain was carried out and it was found 
that he had almost twice the normal amount 
of cerebrospinal fluid and there was marked 
enlargement of the entire ventricular system 
and patchy evidence of brain atrophy. He 
made no improvement and had to be com- 
mitted to a state hospital. 


DISCUSSION OF THERAPY 


Since in many chronic alcoholic addicts 
alcoholic brain disease eventually develops, 
the widely held concept of alcoholism as 
primarily a symptom of a character dis- 
order must be modified. In the initial stage 
of alcoholism, before addiction is firmly 
established, psychotherapy is often helpful. 
But after the onset of alcoholic brain dis- 
ease all therapeutic efforts must be directed 
toward helping the patient rehabilitate 
himself. This means first, that the patient 
must completely abstain from drinking, in 
order to regain physiologic balance. There- 
fore individual or group psychotherapy 
and the aid of Alcoholics Anonymous 
should be mainly supportive. Disulfiram 
for chronic compulsive drinkers usually 
can give complete chemical restraint ; com- 
bined with psychotherapy it is very help- 
ful. Again, education of the patient's family 
as to the need for prolonged therapy and 
careful followup and enlistment of their 
aid in this program are essentials to suc- 
cessful therapy. The patient must continue 
with abstinence for the rest of his life and 
often he may become fairly well rehabili- 
tated. 

Even though our patients are informed of 
the seriousness of alcoholic brain damage, 
they are especially difficult to treat and may 
continue drinking and soon die of intercur- 
rent disease or by suicide or become per- 
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manent institutional cases. If control can 
be established until the organic features 
clear and fairly normal judgment returns, 
then insight can gradually be established 
and motivation to learn to live without 
alcohol is aroused. Psychiatric evaluation to 
determine whether the alcoholism is symp- 
tomatic of a neurosis or psychosis must be 
also considered. 


After insight is gained, psychotherapeutic . 


efforts may be fruitful along with social 
and other supportive measures such as AA 
to bring about effective rehabilitation. I 
(AEB) have described our overall treat- 
ment program elsewhere(12). 


PUBLIC HEALTH PROGRAM 


The problem of alcohol addiction should 
eventually be tackled at a national level, 
with general education of the public as to 
the prevalence of chronic alcoholism and 
need for its control. Early detection and 
recognition of addiction and organic brain 
disease would require large numbers of 
professional personnel to carry out exten- 
sive surveys and research studies. Problems 
of treatment and of prevention would have 
to be handled at the level of a public health 
program, with substitution of a public 
health medical approach instead of the 
present punitive one. By this means many 
persons could be reached before addiction 
becomes established and brain disease be- 
comes irreversible. Those patients with 
brain damage could be rehabilitated to the 
point where they could preserve sobriety 
and become useful members of society. 

In all large cities, skid rows comprise a 
major problem. For example, in San Fran- 
cisco, the country’s most alcoholic city, the 
relief and welfare program for alcoholics 
costs taxpayers $4 million a year. It is esti- 
mated that about a thousand of these alco- 
holics repeatedly figure in arrests and other 
legal actions. Undoubtedly these persons 
suffer from alcoholic brain disease and 
should be so treated. 

The problem must eventually be tackled 
at a national level, in our opinion, because 
it is too large a problem for municipalities 
or individual states to finance. The cost of 
a program of detecting addicts with incipi- 
ent or established brain damage should 
be borne by a tax on profits of the liquor 


industry at the source—breweries, wineries 
and distilleries. Although these industries 
do not cause alcoholism, the use of their 
products contributes to the problem of ad- 
diction and mental deterioration. The cost 
to taxpayers of a nationwide rehabilitation 
program would be prohibitive, since the 
total number of addicts needing treatment 
exceeds the nation’s state hospital popula- 
tion. 


CONCLUSIONS 


This study indicates the presence of a 
syndrome of an intermediate stage of al- 
coholic brain disease, midway between the 
acute and the chronic stages. In the inter- 
mediate stage the EEG changes, the clini- 
cal findings and the psychological test data 
lead to the diagnosis of incipient brain dam- 
age ; the presence of cerebral atrophy can 
be confirmed by pneumogram. \ 

The study of 227 cases showed 98 in the 
acute stage, 81 in the intermediate stage, 
and 48 in the chronic stage. In the 81 pa- 
tients in the intermediate stage, 64 (79%) 
had abnormal EEG records, with organic 
brain damage indicated in 9 cases by psy- 
chological tests or pneumograms or both. 

The implications for treatment are sum- 
marized: 1. The persistence of abnormal 
EEG records after the acute episode em- 
phasizes the need for comprehensive medi- 
cal treatment of the organic factors, before 
the brain damage becomes irreversible. 
These organic factors are often erroneously 
considered to indicate personality disorders, 
with consequent ineffective therapeutic 
measures. 2. The patient under institutional 
or other supervisory control must stop all 
use of alcohol. 3. After improvement of the 
organic features, the patient is ready to be- 
gin individual and group psychotherapy 
and a general rehabilitative program, in- 
cluding the help of Alcoholics Anonymous 
and similar organizations. 4. The relatives 
must be made to understand the serious- 
ness of the disease, and their cooperation 
enlisted in the treatment program. 5. The 
problem of alcoholic addiction must even- 
tually be attacked at a national level with 
steps to insure early detection of addiction 
and organic brain disease, and with a broad 
program of control of drinking and of re- 
habilitation. 
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CURRENT STATUS OF CHILD PSYCHIATRY ' 
J. FRANKLIN ROBINSON, M.D. 2 


That child psychiatry is a sub-specialty 
of psychiatry requiring special training for 
the development of competence has been 
declared in the establishment of certifica- 
tion in child psychiatry by the American 
Board of Psychiatry and Neurology. This 
arrangement postulates that in order to 
learn the techniques and procedures re- 
quired in the treatment of children a psy- 
chiatrist must initially equip himself with 
an understanding of the clinical material 
and principals involved in the practice of 
adult or general psychiatry. With this foun- 
dation he can undertake the specialized 
training that is necessary for work with 
children. The Board requires a minimum of 
two years of approved training in a satis- 
factory facility for the practice of child 
psychiatry. The specialized training in child 
psychiatry must follow a minimum of two 
years of training in general psychiatry. The 
adequacy of the candidate’s basic training 
is measured through the requirement that 
he become certified in psychiatry by the 
American Board before he applies for ex- 
amination of his competence in child psy- 
chiatry. 

For 50 years there have been psychia- 
trists who devoted their full time to work 
with children. With a primary interest in 
juvenile delinquency and probably influ- 
enced by Southard’s and Fernald’s use of 
ancillary disciplines in a collaborative pro- 
gram, William Healy organized the first 
clinic for children to serve the Chicago 
juvenile court in 1909. By 1912 he had 
moved to Boston, and with The Judge 
Baker Foundation developed a program 
that offered services for the broad spectrum 
of difficulties which presented during child- 
hood. The delinquent was recognized as 
a troubled person who declared his need 
for help through his misbehavior and who, 
because he was not mature, could not 
provide and plan for himself with sufficient 


1 Read at the 115th annual meeting of The American 
Psychiatric Association, Philadelphia, Pa., Apr. 27- 
May 1, 1959. 

2 Director, The Children’s Service Center of Wyo- 
ming Valley, Inc. Wilkes-Barre, Pa. 
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judgment and perspective. Efforts were 
directed toward understanding the child 
in the use of his capacities within the vari- 
ous environments which comprised his life. 

With the assistance of the Common- 
wealth Fund of New York, the National 
Committee for Mental Hygiene nurtured 
the development of clinics sponsored by 
a variety of community interests. The term 
“community clinic” came into common use 
to designate that the service was part of 
an agency structure designed to meet a 
need which was recognized by the various 
organizations which served children. The 
home, the school, the orphanage, the fam- 
ily agency, the settlement house, and group 
recreational agency were concerned about 
children who could not accommodate them- 
selves satisfactorily. The bureau of Chil- 
dren’s Guidance of New York became an 
active training center and professional staff 
was developed which could man the newly 
established clinics. Demonstration Clinics 
were financed for specified periods of time. 
The effectiveness of the early efforts is 
attested by the record of communities 
which continued the services by providing 
on-going funds through civic, Community 
Chest, or other sources. 

During the 1920’s work centered around 
the principle of assisting the child to adjust 
to the setting in which he lived. The stand- 
ard procedure involved obtaining an ex- 
tensive history which at its best was an 
evaluation of the important influences 
which impinged upon the child. Histories 
became more than descriptive and were a 
compilation of the attitudes and reactive 
tendencies of each member of the family, 
teachers, classmates, friends, religious ad- 
visors, etc. Interviews were held often with 
others than the parents. When children 
were in foster care, information was ob- 
tained from foster workers and perhaps di- 
rectly from the foster parents. 

Many patients were referred by agencies, 
and it was the general practice to maintain 
a central social register in each community 
so that a clinic could know when the family 
had had contact with another social agency. 
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The cooperative case was one in which the 
agency with professional staff (usually so- 
cial casework) contributed historical in- 
formation and took responsibility in whole 
or in part for carrying out recommenda- 
tions. The service was rendered to the re- 
ferring agency as well as to the family. 

The history included an account of the 
child’s development both physically and 
socially. The evaluation of his aims and 
tendencies was augmented by the psychol- 
ogist’s measurement of his potentials with 
standardized tests (later with projective 
techniques ) and the psychiatrist’s appraisal 
in the interviews with the child. The in- 
formation so compiled was reviewed at a 
diagnostic staff conference to which rep- 
resentatives of other agencies, teachers, 
ministers, etc. might be invited. At such 
a conference recommendations were formu- 
lated and their commissic.. was assigned 
to members of the clinic staff or others. The 
clinic was in the position of evaluating the 
influence of parents and other professional 
workers upon the child and often found 
itself directing the practices of schools and 
other agencies. 

While other social agencies were learn- 
ing to recognize the variations in ability 
and behavior of children, the clinic easily 
assumed an authoritative role and the psy- 
chiatrist was the natural leader of the 
clinical group. Social workers and psychol- 
ogists learned to recognize the common 
disorders of children, and case loads in- 
cluded more and more children who were 
not grossly deviant. Rivalries developed 
among —.e disciplines within some of the 
clinics and even between clinics and other 
self-sufficient agencies. 

Satisfaction with diagnosis emphasized 
the importance of treatment. Interest in 
treatment was stressed further as knowl- 
edge of the nature of the difficulties of 
children became diffused beyond the pro- 
fession of psychiatry. By the end of the 
20’s, a good deal of work was being done 
with parents. Initially, the purpose was to 
prevent parents from interfering with the 
efforts that were made to benefit the child. 
This sometimes took the form of treatment 
of the parent which might be attempted 
by whichever member of the clinic team 
had developed skill in psychotherapy. Case- 


workers and psychologists, as well as psy- 
chiatrists, were turning to personal analysis 
as a measure of enhancing their skill in 
therapy, and the role of the psychiatrist as 
director or leader of the clinic group was 
sometimes challenged. 

Skills in individual psychotherapy did 
develop. Americans went to Europe to 
learn the techniques of the analyst, and 
during the 30’s many European analysts 
came to the United States. In this country 
effective treatment procedures were de- 
veloped by child psychiatrists who were 
not identified with the analytic movement. 
Analyst and non-analyst have worked side 
by side in the United States and sometimes 
within the same clinic. We are still pro- 
gressing in our techniques of individual 
treatment of children steadily enough so 
that it is yet too early to outline exclusively 
what should be the training of a child psy- 
chiatrist and what his treatment techniques. 
There is, however, general agreement about 
a good deal that he must know and about 
the training and working experiences that 
he must have. 

As the contribution of the clinic centered 
increasingly around the provision of psy- 
chotherapy, the contacts of the clinic staff 
became more limited to members of the 
patient’s family or those social workers in 
foster care agencies who had direct respon- 
sibility for the child. As mentioned above, 
the professionals in other agencies or insti- 
tutions became informed on the psycholog- 
ical aspects of deviations in growth and de- 
velopment and did not call upon the clinics 
as frequently for diagnostic assistance. 
They resented the efforts of clinics to direct 
their practices. Clinical workers also began 
to appreciate the complexity of other pro- 
fessional tasks and became cautious about 
assuming responsibility for recommenda- 
tions, the effectiveness of which rested with 
the work of another agency. 

Work became oriented around the diag- 
nosis and treatment of the child. There 
was a period when certain clinics saw their 
tasks as the treatment of the child-parent 
relationship. This gave way to a recogni- 
tion that treatment was with the individuals 
who were in relationship to each other, 
with the child as the patient. A variety 
of approaches developed in considering the 
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job with the parent. While some clinics 
outlined their task as the treatment of the 
parent, others viewed work with the parent 
as a casework service. I believe that in the 
majority of clinics today the procedures 
which are carried out with parents are ma- 
terially influenced by a primary concern 
for the successful treatment of the child. 
One of the major advances in modern psy- 
chiatry has been the understanding of the 
importance of the influence of other mem- 
bers of the family upon a patient. This has 
developed from the work of the child 
guidance clinics. 

As clinical contacts in child psychiatry 
became more circumscribed to the child 
and his parents or members of his immedi- 
ate domestic environment, private office 
work became feasible. Private practice had 
to await the development of clinical skill 
and in turn understanding of the remainder 
of the medical profession and the lay public 
so that services would be solicited. Early 
attempts were made to treat children in- 
dividually with a minimal amount of work 
with the parents. Private practitioners, in- 
cluding child analysts, quickly recognized 
the importance of doing some work with 
parents. It may indeed be that the most 
important intluence in the growth of private 
child psychiatric practice was the general 
acceptance which psychiatry enjoyed fol- 
lowing World War II. I believe that pri- 
vate practice was an outgrowth of the cir- 
cumstance that procedures involved in the 
treatment of the child and his guardians 
could be encompassed physically within 
the private office. 

It remains for experience to determine 
whether individual practice, which may 
indeed include the collaboration of other 
disciplines, will become a common method 
for the provision of child psychiatric serv- 
ices to those familes who can afford a pri- 
vate fee. Today there are adherents of the 
private office arrangement and adherents 
of the clinical method, each of whom con- 
siders his way of practice to hold forth 
advantages. The answer to this question 
may rest upon personal preference. It may 
be determined economically. It may be in- 
fluenced by forces which bear on the prac- 
tice of medicine generally which we cannot 
now foretell. In any event, private practice 


in child psychiatry has become a reality 
since World War II even as the clinics 
themselves have become more numerous. 

With the growth of child psychiatry it 
was inevitable that professional associa- 
tions developed. The National Committee 
for Mental Hygiene had benevolently fa- 
thered the development of the clinics with 
the financial aid of the Commonwealth 
Fund. During World War II the Division of 
Community Clinics of the National Commit- 
tee for Mental Hygiene organized meetings 
of the clinical directors to elicit their partic- 
ipation in the management of the affairs of 
the clinics. Practice and procedures were 
discussed and soon the annual assembly of 
clinic personnel included meetings of social 
workers and psychologists. Following the 
war, it was evident that the growth of the 
clinics would be so rapid and so extensive 
that coordination through personal visits 
and interest by members of the staff of the 
National Committee for Mental Hygiene 
would be difficult. 

The need for authoritative definition of 
standards for practice and training was 
emphasized as new clinic boards were 
being organized and staff positions created 
which could not be filled readily. At a 
meeting of clinical directors convened by 
the National Committee for Mental Hy- 
giene a decision was made to create the 
American Association of Psychiatric Clinics 
for Children (A.A.P.C.C.). 

This Association was initially concerned 
with protecting the level of child psychi- 
atric clinical practice. The policy was to 
uphold the professional standards of the 
professional disciplines which worked col- 
laboratively in the clinics. Social casework 
had clearly defined standards for training 
and experience. They were established by 
the American Association of Psychiatric 
Social Workers (later A.A.S.W.). Clinical 
psychology was actively establishing itself 
as a clinical and professional discipline and 
shortly declared its training requirements 
which were implemented at the graduate 
level in universities. Child psychiatry had 
no defined standards for the determina- 
tion of competence of its representatives 
beyond the achievement of certification by 
the American Board of Psychiatry and Neu- 
rology which was in adult or general psy- 
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chiatry. The Board had established the 
precedent of accepting a satisfactory year 
of training in a children’s clinic as the 
third of the 3 years of required academic 
training. 

The A.A.P.C.C. defined requirements for 
the training of child psychiatrists who were 
to work in the member clinics. It also out- 
lined requirements for clinics that were 
to conduct training which would be ap- 
proved by the Association. Because these 
were the only existent standards, other or- 
ganizations supported these requirements, 
and A.A.P.C.C. standards came to have an 
influence in American psychiatry beyond 
that which was initially conceived. Review 
and approval by the Association, however, 
could be extended only to those clinics 
which were interested in being identified 
with the Association and involved only 
personnel employed in the clinics. 

During the years following World War 
II, there was controversy over the opinion 
held by child psychiatrists that special 
training was required to do adequate psy- 
chiatric work with children. The creation 
of a Committee on Child Psychiatry within 
the newly formed Group for the Advance- 
ment of Psychiatry, the establishment of 
a Committee on Child Psychiatry in the 
American Psychiatric Association, the nam- 
ing of a Section in the APA and the estab- 
lishment of a Committee on Training in 
Child Analysis in the American Psychoana- 
lytic Association were acknowledgements 
of the discreteness of the field. These units 
created a forum for child psychiatrists who 
were in individual practice, and included 
as well the psychiatrists from the clinics. 

A recognition that the scope of child 
psychiatry went beyond the organized clin- 
ics, including individual practice and some 
individual teaching appointments, brought 
forward an interest in an association of 
child psychiatrists. Concomitantly, senti- 
ment developed in certain areas of organ- 
ized general psychiatry that within the as- 
sociation of clinics the interests of the child 
psychiatrist might be subjugated to a multi- 
disciplinary majority. The American As- 
sociation of Psychiatric Clinics for Children 
itself recognized that child psychiatry dif- 
fered from the other professional disci- 
plines in that it had no set of standards 


for training which was declared and up- 
held by a group within its own discipline, 
not officially associated with A.A.P.C.C. 
and which could serve as a standard for 
the evaluations conducted by A.A.P.C.C. 

These influences and a desire for aca- 
demic interchange within a professional 
group limited to the child psychiatrists led 
to the organization of the American Acad- 
emy of Child Psychiatry. The Academy 
has established criteria for the invitation 
of child psychiatrists to its membership. 
It has been considering a set of standards 
for training. It is in the process of deter- 
mining how actively and extensively its 
membership wishes to assume leadership 
in American child psychiatry. 

A year ago the Council of the APA 
endorsed, on the joint recommendation of 
its Committees on Child Psychiatry and on 
Standards for Hospitals and Clinics, a state- 
ment that child psychiatry was a sub- 
speciality of psychiatry and that compe- 
tence called for special training. The APA 
later accepted in principle a statement of 
Standards for Training that called for 2 
years of specialized training in child psy- 
chiatry in addition to 2 years of training 
in general psychiatry for those who would 
work with children. 

As early as 1948, sentiment was advanced 
for the establishment of certification in 
child psychiatry. The American Board of 
Psychiatry and Neurology looked favorably 
upon the proposal and consulted a group 
of child psychiatrists. Possibly because 
opinions on procedure were not consistently 
supported, the Board did not act at that 
time. 

In the summer of 1957, the matter of 
certification in child psychiatry was again 
raised by the American Board of Psychiatry 
and Neurology. Suggestions had been ad- 
vanced that there be an independent board 
in child psychiatry. This might have been 
a difficult proposal for which to obtain the 
approval of the Advisory Board for Medical 
Specialties which has declared itself 


against the unnecessary recognition of ad- 
ditional specialties in the field of medicine. 
It appeared that there was reasonably gen- 
eral accord among child psychiatrists that 
certification be carried on under the author- 
ization of the parent American Board of 
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CURRENT STATUS OF CHILD PSYCHIATRY 


[ February 


Psychiatry and Neurology. The arrange- 
ment declares child psychiatry as a sub- 
specialty of psychiatry. 

After consulting a number of individ- 
uals in the field of American child psy- 
chiatry, several recognized leaders were 
summoned to a meeting to consider the 
advisability of recommending the estab- 
lishment of certification procedures. Fol- 
lowing the favorable outcome of this meet- 
ing, a Committee on Child Psychiatry con- 
sisting of 6 members was appointed by the 
American Board of Psychiatry and Neurol- 
ogy. Meanwhile, the Advisory Board for 
Medical Specialties had been asked to 
approve the project. The Advisory Board 
authorized the American Board to under- 
take steps to evaluate authoritative opinion 
in child psychiatry and notified the Boards 
in the other specialties. 

The Committee on Child Psychiatry met 
in June, 1958, with the president and secre- 
tary of the American Board of Psychiatry 
and Neurology, and drew up a statement 
of requirements and of procedures for ex- 
amination and certification of child psy- 
chiatrists. The American Board of Pedi- 
atrics requested further consultation, and at 
a meeting of representatives of that Board 
and the American Board of Psychiatry and 
Neurology, an agreement was reached to 
include a pediatrician on the Certifying 
Committee. The pediatrician would act in 
an advisory capacity and would not serve 
in the examination of candidates. Mem- 
bers of the Committee on Child Psychiatry 
were among the representatives of the 
American Board of Psychiatry and Neurol- 
ogy who attended the meeting with repre- 
sentatives of the Board of Pediatrics. The 
statement of policies regarding training, 
application and examination was eventually 
approved by the various Boards and the 
Advisory Board for Medical Specialties. 

The American Board of Psychiatry and 
Neurology then established a Committee 
for Certification in Child Psychiatry. This 
was in February, 1959. The brochure of 
Information for Applicants Applying for 
Certification in Child Psychiatry states that 


This was done to establish officially the field of 
child psychiatry as a definite area of sub- 
specialization in psychiatry and to provide a 
means of identifying the properly trained, ex- 


perienced child psychiatrist from those who 
claimed proficiency in this field without ade- 
quate background and qualifications. 


The brochure states further : 


The actual mechanics of certification of 
qualified candidates and the establishment of 
basic policies has been delegated by the Amer- 
ican Board of Psychiatry and Neurology to this 
special committee which will operate under the 
supervision of the parent board. This Commit- 
tee on Certification in Child Psychiatry consists 
of six certified child psychiatrists appointed by 
the Board and responsible to the Board. As a 
Committee of the Board, it operates under all 
the basic policies established by this corpora- 
tion. 

Psychiatrists who have been continuously in 
the full time practice of child psychiatry since 
July 1, 1950 or before may apply for certifica- 
tion on record (without examination). If the 
major interests and activities of their practice 
is with children or adolescents, this will be re- 
garded as full time practice of child psychiatry. 
Applicants must have been previously certified 
in psychiatry by the American Board of Psy- 
chiatry and Neurology except in those instances 
where this requirement has been waived by 
the Board for good and sufficient reasons. 

This certification is for those who are cur- 
rently in the specialty of child psychiatry and 
not for those who have been in the field in 
the past. Applicants who have previously prac- 
ticed in the field of child psychiatry but who 
have left this specialty for other types of prac- 
tice must show that in the two years preceding 
application their major interests and activities 
have been in the field of child psychiatry. 

Those child psychiatrists not qualifying un- 
der the above rules and regulations will be 
considered as applicants for certification by 
examination. Their major interests and activi- 
ties in their current practice must be devoted 
to psychiatric problems of children and adoles- 
cents. Should they have left the field of child 
psychiatry for other types of practice but 
otherwise fulfill the training and experience 
requirements, they must show that the two 
years prior to application have been in special- 
ized practice in child psychiatry. 


To qualify for examination candidates 
must have 6 years of psychiatric training 
and experience. Two years shall have been 
satisfactory training in child psychiatry in 
programs acceptable to the Committee on 
Certification. The statement is included in 
the brochure that 
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It is advisable that those seeking the certificate 
of specialist in child psychiatry who receive 
their primary training in psychiatry should 
have training in the pediatric aspects of gen- 
eral medicine. Such training may be offered 
in lieu of two years of practice experience. 


Certification will identify the properly 
trained and experienced child psychiatrist 
who has been actively engaged in the field. 
It will be necessary to establish a basis for 
the evaluation of training and of the settings 
from which training will be approved. This 
will be an early task for the Committee 
on Certification in Child Psychiatry. 

It is too early to anticipate fully the 
influence certification will have in the field 
of child psychiatry in relation to practice 
and to professional organizations. The com- 
petence of practitioners who offer their 
services to children should quickly assume 
a generally adequate level. Influences in 
relation to professional organizations will 
manifest themselves more gradually. 

The American Psychiatric Association 
does not have standards for outpatient 
clinics in either child or adult psychiatry 
excepting as these clinics are associated 
with a mental hospital. There is a Com- 
mittee on Standards for Hospitals and Clin- 
ics. Outpatient clinics currently achieve 
approval as they meet the recommendations 
for mental hospital personnel and the ap- 
proval of the hospital administrator. There 
is need for the declaration by the American 
Psychiatric Association of standards for 
outpatient clinics which operate independ- 
ently. 

The A.A.P.C.C. will now be in a posi- 
tion to support the standards for training 
in child psychiatry determined by the Com- 
mittee on Certification in Child Psychiatry 
of the American Board of Psychiatry and 
Neurology rather than establishing require- 


ments of its own. Requirements for certifi- 
cation are similar to those outlined for the 
director of a clinic approved for training 
with A.A.P.C.C. They are higher than those 
enforced in evaluating the competence of 
the psychiatric director of a clinic asking 
consideration for membership. If standards 
for training in child psychiatry become 
sufficiently well defined, A.A.P.C.C. will 
be im a position to place its major emphasis 
on the composition and collaborative work- 
ing arrangement within the clinic group. 

The Academy of Child Psychiatry has 
membership requirement which are some- 
what more exacting than those defined by 
the Board. More working experience is 
necessary, and the candidate must have 
had a primary and long continued interest 
in child psychiatry. At present, certifica- 
tion by the American Board of Psychiatry 
and Neurology is a membership require- 
ment for those individuals who completed 
their training after January 1, 1946. The 
Academy has not yet had an opportunity 
to consider whether it will require cer- 
tification in child psychiatry of those who 
are to be invited to its membership. 

In half a century child psychiatry has 
become established as a field of medical 
practice within the specialty of psychiatry 
for which special training is necessary to 
acquire competence. Standards and proce- 
dures for the evaluation of candidates for 
certification and their training will be re- 
fined as examinations are conducted. Stand- 
ards will be developed also for the evalua- 
tion of the setting in which satisfactory 
training can be obtained. The professional 
organizations concerned with the field of 
child psychiatry will continue to provide 
the forums from which knowledge and rec- 
ommendations for standards of practice and 


training will evolve. 
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THE MIND-BRAIN PROBLEM AND HUGHLINGS JACKSON’S 
DOCTRINE OF CONCOMITANCE 


MAX LEVIN, 


PART 1; WILL, VOLUNTARY AND AUTOMATIC 
FUNCTION 


The first object of this paper is to indi- 
cate the value of Hughlings Jackson’s “doc- 
trine of concomitance” in regard to the re- 
lation of mind and brain. Of all who have 
tackled this thorny problem, it seems to me 
that Jackson was the most realistic. 

More specifically, I shall consider those 
cases in which the patient has lost the 
ability to perform an action on command, 
i.e. voluntarily, though he can still do it 
spontaneously or automatically. I hope 
thereby to achieve a double purpose : to 
consider one aspect of mind, namely, will 
or volition, and to point to a second great 
contribution of Jackson’s, his concept of 
“reduction to a more automatic condition.” 

In his work on aphasia Jackson showed 
that it is not words that are lost, but the use 
of words in particular contexts. A favorite 
example was the man with motor aphasia 
who cannot say “No” on command, but 
can say it spontaneously. Thus if asked 
a question calling for a negative reply, he 
answers “No.” And when he is emotionally 
excited, as when he sees his child creeping 
too close to the fire, he shouts “No, no, no.” 

Here, then, is a man who cannot say No 
when he “wills” to, but can say it spon- 
taneously or automatically. Does this mean 
that there are centers for speech, which 
operate under the command of higher cen- 
ters for will and mind, and that when we 
undertake to say or do something, suitable 
impulses pass down from these higher 
psychic centers to lower speech and motor 
centers ? Such an explanation is attractively 
simple and might appeal to a first year 
medical student. It should not appeal to 
mature physicians, but it does to some, 
for here is what an outstanding neurologist 
once said. Speaking of epileptic twilight 
states (in the days before electroencephalog- 
raphy) he said they are also called psychic 


1 From the Department of Neurology and Neuro- 
surgery, the New York Medical College, Flower 
and Fifth Avenue Hospitals, New York, N. Y. 
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equivalents, because “they are the result 
of a discharging lesion in psychic centers, 
just as grand mal is the result of a lesion in 
motor centers.” He assumed that there are 
centers for the higher and more abstract 
function, mind, superior to and in command 
of lower centers for the more concrete ac- 
tivities, movement and sensation. 

Jackson opposed such a view. He held 
that the entire brain is sensorimotor, not 
just the areas so designated by conventional 
neurology. He denied that the highest 
cerebral centers are basically different 
from lower centers. He said it would be 
incredible if, as one passed upward in the 
hierarchy of levels, one came suddenly 
upon centers constituted differently from 
those below. On the contrary, higher cen- 
ters are constituted like lower centers, 
being only more complex. He regarded the 
central nervous system as a mechanism for 
the coordination of impressions and move- 
ments. ( By “impressions” he meant impres- 
sions made on receptor organs.) Spinal 
centers achieve a relatively simple coordi- 
nation, while higher centers achieve one 
that is more complex. All cerebral action is 
reflex, even in the highest cerebral centers, 
which he regarded as the “organ of mind.” 
Of course, his conception of “reflex” is 
broader than that held by some neurolo- 
gists. 


REFLEX ACTION 
CENTERS 


IN THE HIGHEST CEREBRAL 


Some neurologists would limit the term 
reflex to “automatic fixed inborn responses” 
of subcortical structures. These responses 
are relatively automatic and inflexible, “a 
necessary consequence of anatomically pre- 
arranged fixed nervous channels.” By con- 
trast, responses from the cortex are variable, 
flexible, relatively unpredictable. Neurol- 
ogists of this school of thought deplore 
Pavlov’s term, conditioned reflex, which 
“leaves the word ‘reflex’ with no meaning 
whatever, except response to stimulus.” 
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(Quotations in this paragraph are from 
Denny-Brown(1).) 

Elsewhere I have tried to show why 
Jackson’s view is preferable(2). As an 
example of reflex action in the highest 
cerebral centers, the following incident is 
submitted. 

Driving on a quiet country road, alone 
in my car, I was deep in thought. About 
to overtake a car just ahead, I sounded 
two sharp warning notes on my horn; I 
then passed the car, still deep in thought. 
A few moments later I became aware that 
I was humming the opening theme of Bee- 
thoven’s Third Symphony, the theme that 
immediately follows the two great staccato 
opening chords. My curiosity aroused, I 
wondered why that particular theme had 
intruded itself on me at that moment. Re- 
viewing the antecedent situation, I remem- 
bered the two staccato notes of my horn, 
which had “reminded” me (without my 
being aware of it, for I was deep in thought 
at the moment) of the two opening chords 
of the symphony. The theme followed in 
due course, and I hummed it unconsciously 
until the fourth or fifth bar, when suddenly 
I noticed I was humming, The humming 
was a reflex, a response to the two notes of 
the horn. 

This incident shows two things. First, 
mentation can be unconscious (not that 
this proposition today stands in need of 
proof). Second, mental processes are re- 
flex, their unpredictability notwithstanding. 
No one can predict the result, if any, that 
will ensue when a driver in deep reverie 
honks his horn twice. But the response in 
this instance, the humming of the theme, 
was clearly a reflex. It is an example of 
“chaining,” a term used in psychology to 
denote the process whereby one response 
provides the stimulus for the next, as in 
reciting a poem from memory, when each 
line as it is spoken brings the next one to 
mind. An unpredictable response is no less 
reflex than a predictable one; it is only 
more complex. 

But, really, is there such a thing as un- 
predictability? If we knew everything 
about the brain, and knew its precise state 
down to the smallest detail at a given mo- 
ment, we would be able to predict the 
response to any stimulus, no matter how 


complex. Unpredictability is but a measure 
of our ignorance. 


THE DOCTRINE OF CONCOMITANCE 


With his materialistic view of the highest 
cerebral centers, according to which they 
resemble the lower spinal arcs in basic con- 
stitution, differing only in being more com- 
plex, how did Jackson relate mind to 
brain ? Obviously we need a brain to think, 
but it is we and not the brain that thinks. 
The brain is merely a mass of tissue. Jack- 
son asserted that the question is insoluble. 
One can only say that mentation attends 
cerebral function, is “concomitant” with 
activity of cerebral tissue. Beyond that we 
cannot go. We cannot say how a material 
thing, tissue function, is transmuted or 
gives rise to an immaterial thing, mental 
function. 

Thus, speaking of “the relation of con- 
sciousness to nervous states” (i.e. physical 
states), Jackson said(3) : 


The doctrine I hold is: first, that states of 
consciousness (or, synonymously, states of 
mind) are utterly different from nervous 
states; second, that the two things occur 
together—that for every mental state there is 
a correlative nervous state; third, that, al- 
though the two things occur in parallelism, 
there is no interference of one with the other. 
This may be called the doctrine of Con- 
comitance. 


Again he said(4) : 


We cannot understand how any conceivable 
arrangement of any sort of matter can give us 
mental states of any kind. . . . I do not trouble 
myself about the mode of connection between 
mind and matter. It is enough to assume a 
parallelism. That along with excitations or 
discharges of nervous arrangements in the cere- 
brum, mental states occur, I, of course, admit ; 
but how this is I do not inquire ; indeed, so 
far as clinical medicine is concerned, I do not 
care. 


Sherrington(5) concurred in this view. 

We return to the aphasic who cannot say 
“No” when asked to, yet says it spontan- 
eously. Saying “No” or any other word, 
indeed performing any act, is a response 
to a stimulus. The stimulus is the situation 
that evokes the response. We must consider 
the response as part of a totality that in- 
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cludes the antecedent stimulus. Since no 
two situations are exactly alike, there is 
no limit to the number of neuronal patterns 
(engrams) for the saying of “No.” These 
engrams, to be sure, all converge upon a 
final common path, but before they do so 
they differ in the position they occupy 
in the hierarchy of levels. 

The engrams for the voluntary “No” are 
on a higher level than those for the spon- 
taneous or automatic “No.” Voluntary func- 
tion is more complex than automatic func- 
tion. When a man says “No” because you 
have asked him to, his response is a cal- 
culated act. By contrast, when he shouts 
“No” because his child is too close to the 
fire, his response is automatic ; he speaks 
“without thinking”; the word comes to 
his lips automatically. 

In motor aphasia there is disturbance of 
higher pathways, but little if any of lower 
pathways. Voluntary function is lost while 
automatic function is preserved. This is 
what Jackson called “reduction to a more 
automatic condition.” 

There is no circumscribed center for will. 
Will cannot be considered apart from the 
thing that is willed. When the aphasic tries 
unsuccessfully to say “No” on command, 
will is a mental function concomitant with 
activity of certain engrams, those engrams 
that represent the situations that can no 
longer rouse the No-saying mechanism. 

Jackson had the useful habit of studying 
a physiological principle as it manifests 
itself in a wide variety of clinical disorders. 
I will give two further examples of loss 
of voluntary function with preservation of 
automatic, one of them being less complex 
than speech, the other more complex. 

Hysterical astasia-abasia is the less com- 
plex example. Here the patient cannot 
walk when you ask him to, or when he 
“wants” to, but under emotional stress, 
as when the building is on fire, he walks 
and runs without let or hindrance. 

The more complex example is seen in 
toxic delirium, when the patient, being 
disoriented, cannot name your vocation on 
command, yet spontaneously he addresses 
you as “Doctor”’(6). (This phenomenon 
is not elicitable in every case, nor every 
moment in the same case.) In many cases 
I have made the following experiment. The 


delirious patient addresses me as “Doctor.” 
A moment later I ask him what my occupa- 
tion is, and he replies that he does not 
know or else, not knowing that he doesn’t 
know, he answers incorrectly. We then 
continue our conversation until the next 
time he addresses me as “Doctor,” where- 
upon I again ask him the question and 
again he fails. This can occur many times 
in a single interview. 

In several striking instances the patient 
addressed me as Doctor in the very sen- 
tence in which he confessed his ignorance. 
Thus, one patient, when asked what my 
work is, replied, “I wouldn’t know, Doctor— 
is it painting and decorating ? 

This phenomenon in delirium parallels 
the aphasic’s difficulty with “No.” To say 
“No” on command is a highly voluntary act. 
So also is the patient’s reply to the question 
“What is my occupation ?” Answering this 
question is a studied and calculated act. 
By contrast, when the aphasic shouts “No” 
under emotional stress, or when the deliri- 
ous man spontaneously and unwittingly 
greets you by saying “Good morning, Doc- 
tor,” the speech is automatic; the words 
issue automatically. 

The parallel applies also to those striking 
instances in which the delirious patient ad- 
dresses you as Doctor in the very sentence 
in which he voices his ignorance of your 
occupation. The parallel is with the aphasic 
patient who utters a word spontaneously 
at the very, moment he is confessing his 
inability to say it. Thus, striving to say 
No on command, the patient may give up 
in despair and cry out, “No, I can't.” 

This remarkable parallel between a 
“physical” symptom, the aphasic’s inability 
to say something, and a “mental” symptom, 
the delirious man’s inability to name your 
vocation, is further indication of the sound- 
ness of Jackson’s argument that higher and 
lower cerebral centers obey the same laws, 
that they differ only quantitatively and not 
qualitatively. 

To further understand reduction to a 
more automatic condition, we must con- 
sider its opposite. In some diseases it is the 
automatic functions that are lost. A useful 
contrast is between hysterical astasia-abasia 
and tabes dorsalis. The hysteric cannot walk 
on command, but can walk and run when 
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the house is on fire. The opposite is true 
of the tabetic, for he cannot walk auto- 
matically. In order to walk he must drop 
all else from his mind and concentrate on 
floor and feet, carefully noting every step. 
In a burning building he would be helpless. 
He is the victim, not of reduction to a more 
automatic condition, but of what we may 
call “loss of automatic patterns,” which are 
lost because of lesion of lower spinal arcs. 
In hysteria, where the disturbance is in 
the highest cerebral centers, these lower 
ares are intact and will go into action in 
response to instincts of an imperative na- 
ture. 


PART Il : MEMORY 

The role of the limbic system in be- 
havior has received much attention lately, 
thanks in great measure to the notable work 
of MacLean(7) and to psychological stud- 
ies in man by Penfield and Scoville and 
their associates. Among other things it has 
been shown by Scoville and Milner(8) and 
by Penfield and Milner(9) that the hippo- 
campus and related structures play an im- 
portant role in memory, and that in bilater- 
al lesion of the hippocampus and hippo- 
campal gyrus there is profound loss of re- 
cent memory. 

These findings are of great importance, 

for they show that the hippocampal areas 
are essential to adequate memory func- 
tion. Penfield and Scoville are careful not 
to say that there is a “center for memory” 
in these areas. But Penfield makes some 
statements that appear misleading. Thus 
in his paper on “Memory Mechanisms”(10) 
he says : . 
The records of an individual’s thinking lie 
dormant in the patterns of his temporal cor- 
tex until he activates them. . . . Whenever 
a normal person is paying conscious attention 
to something, he is simultaneously recording 
it in the temporal cortex of each hemisphere. 
Every conscious aspect of the experience seems 
to be included in these cortical records. 


He speaks of “the memory cortex of the 
temporal lobes.” 

In his contribution to the Ciba Symposi- 
um(11), after speaking of the “ganglionic 
record of past experience,” Penfield says : 


The nervous tissue that preserves this record 
constitutes a functionally separable portion of 


the brain since bilateral removal of the inferior 
mesial zone of both temporal lobes, including 
the hippocampal system, prevents subsequent 
preservation of the experience. 


No one admires and respects Penfield 
and his work more profoundly than I do, 
but I submit that the passages quoted 
seem to suggest that the things we remem- 
ber are “recorded” in the “memory cortex,” 
that their “every conscious aspect” is re- 
corded there, to remain in abeyance or, 
as it were, on file until they are needed. 
Nothing could be more wrong. 

If, having studied maps and pictures of 
New York City, you remember that Man- 
hattan is a long narrow island lying North 
and South, with a cluster of skyscrapers at 
the lower tip and another cluster near a 
large rectangular park in the middle, surely 
the seat of this memory is not the hippo- 
campus. Or, to suppose a chess expert 
who is memorizing a game while playing 
it, it would be amazing if so elaborate a 
performance were mediated by so ancient 
and primitive a structure. The hippocam- 
pus dates back to the dawn of the fore- 
brain and is scarcely more highly devel- 
oped in man than in lower forms. To 
visualize and remember an elaborate spa- 
tial system must call into play a network 
of complex neuronal circuits in the new 
cortex, not the old. Moreover these circuits, 
or engrams, are not contained within a 
relatively small area of neocortex, such 
as the visual area, but are spread out so as 
to involve motor areas as well, for visual 
imagery involves motor as well as sensory 
function(12). 

Just as there is no circumscribed center 
for will, and will cannot be considered 
apart from the thing that is willed, so it is 
with memory. Memory is an abstraction, 
and there is no center for it. Memory can- 
not be considered apart from the thing that 
is remembered. If you remember having 
played tennis yesterday, this act of mem- 
ory is made possible by activation of en- 
grams having to do with certain move- 
ments. If you remember having attended a 
concert the night before, there is activa- 
tion of engrams correlative with auditory 
and visual images. 

This is not to deny the evidence adduced 
by Penfield, Scoville and others, showing 
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that the limbic system plays a role in mem- 
ory. But we cannot say what the role is. 
We can only say that the limbic system 
somehow facilitates the activation of neo- 
cortical circuits concomitant with images 
and movements. Perhaps the role of the 
limbic system is like that of janitors and 
maintenance men in a university. These 
men heat the buildings and make them 
habitable, and without them the work of 
the university would come to a halt. But 
the university is not centered in them. 
The essence of the university is in the pro- 
fessors and scientists who work there. 

It is a manifestation of the wisdom of 
Nature that she has placed the memory 
facilitator in the old rather than the new 
brain. She has put first things first, for it 
is more important to remember the things 
we learn with our old cortex. As MacLean 
has shown(13), the limbic system mediates 
behavior that insures survival, behavior 
concerned with feeding, self-protection and 
propagation. A medical student must re- 
member that the saphenous vein lies in a 


certain part of the leg, but he wouldn't 
die if he forgot it. But it is a vital neces- 
sity for a growing pup to remember that 
cats have claws. 
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COMMUNITY PLANNING AS A SUPPORT TO TREATMENT’ 
M. J. ROCKMORE, M.A., awp ELIAS J. MARSH, M.D.? 


During World War II, the concept of 
limited service based on differential diag- 
nosis eventually supplanted the early Se- 
lective Service criteria which resulted in a 
staggering N-P rejection rate. Psychiatric- 
combat first aid and the neuropsychiatric 
reconditioning facility replaced early hospi- 
talization in closed wards. Finally mental 
hygiene units in all installations and eche- 
lons moved psychiatry out of the protective 
confines of the mental hospital. 

The similarity with civilian problems of 
today is striking. As during the War, a 
relative handful of trained specialists in- 
undated with an insurmountable quantita- 
tive problem, are not permitting themselves 
the luxury of pre-occupation with scientific 
problems that provide the comfort of iso- 
lation or contemplation. Although they 
recognize the need for basic research they 
have not permitted its scarcity nor the 
lack of sufficient genetic understanding to 
keep them from moving into the arena of 
community mental health and applying 
empirical knowledge to the prevention and 
treatment of mental disorder. For practical 
reasons, and in response to pressures similar 
to those of war-time, a variety of clinical 
psychiatric services are mushrooming out- 
side the mental hospital: open hospitals 
with their adjuncts “day” and “night” hos- 
pitals, sheltered workshops, “half-way 
houses,” the mental health center, mental 
aid fellowship groups, etc. 

These practical approaches appear to 
have had some impact on our problems 
despite the increasing shortages of per- 
sonnel. The statistical picture of the resi- 
dent population of mental hospitals 
throughout the country bears witness to 
this fact. A few years ago forecasts of in- 
creasing needs for inpatient facilities dit- 
fered only in the estimate of how many 
additional beds would be required. In 1956, 


1 Read at the 115th annual meeting of The Ameri- 
can Psychiatric Association, Philadelphia, Pa., Apr. 
27-May 1, 1959. 

2 Respectively : Chief, Psychiatric Social Service and 
Chief, Division of Community Services, Connecticut 
State Dept. of Mental Health, Hartford, Conn. 


however, continuing increases came to at 
least a temporary halt. Figures for that 
year showed a decrease of 7,000 in the 
patient population. The decrease continued 
by another 3,000 in 1957, and preliminary 
figures indicate a decrease of 7,000 more 
in 1958 *%. The really striking evidence that 
these decreases result from the new pro- 
grams cited above, however, is the fact that 
the decrease in patient population has been 
accompanied by continued high admission 
rates. More patients are being admitted but 
as a result of the practical efforts of practi- 
cal men they are no longer increasing our 
hospital populations. 

Many more patients than ever before 
are leaving our mental hospitals to return 
to their communities—perhaps a quarter of 
a million a year. It is the purpose of this 
paper to note and to re-affirm some of the 
responsibilities which go hand in hand with 
these clinical successes. We assume that 
the majority of these patients leaving the 
hospital have achieved a degree of clinical 
recovery that warrants planning for some 
form of extramural living. It has been sug- 
gested that failure to act on early con- 
ditional release of patients will lead to 
chronicity, hospitalism, and continued in- 
patient treatment. The decision to release 
patients from the hospital, therefore, de- 
mands a carefully balanced consideration 
of the desire to avoid chronicity and the 
likelihood of the patient’s success in extra- 
mural living. The former is largely a hos- 
pital responsibility, and the latter largely 
that of the community. 

Historically, especially since the public 
clamor of the 1870's, the spotlight has been 
on admission procedures. The heavy em- 
phasis of community pressure has been to 
safeguard individual civil rights and orig- 
inated in the development of more humane 
treatment of persons suffering mental ill- 
ness who were moving through social 
institutions, e.g. almshouses, to our hos- 
pitals. Too little has systematically been 
done as far as release procedures are con- 


3 Council of State Governments, Sidney Spector, 
Director, Interstate Clearing House. 


if 
; 
a 
j 
4 
° 
723 
2 
a 


724 


COMMUNITY PLANNING AS A SUPPORT TO TREATMENT 


February 


cerned. Periodically, there is furor in the 
Press concerning acts committed by ex- 
patients, or more recently there is a startle 
reaction in the general public’s discovery 
that they are living with an “open hospital” 
in their midst. Generally speaking, how- 
ever, hospital administrations are sorely 
pressed by ever increasing admissions, 
shortages of trained personnel, the manage- 
ment problems of aging buildings and 
equipment, the perpetual fiscal problems, 
and the other all too familiar details. The 
allocation of sufficient time and thought, not 
only to release procedures but to the overall 
community planning necessary to meet the 
demands of the patients returning to ex- 
tramural living, rarely receives a high 
priority. 

A major obstacle to planning for ade- 
quate community services is the question 
of who is going to pay the bill. Despite 
tremendously increased appropriations of 
public tax funds, we still find ourselves 
administering programs which do not en- 
able us to utilize our professional know- 
ledge to the fullest extent. Realistically we 
simply cannot expect indefinitely continued 
budget increases to expand our programs, 
even if training facilities were turning out 
the skilled manpower necessary for such 
expansion. Our only alternative, therefore, 
is to make maximum use of our current 
resources and to find new ways of re- 
aligning them in the light of our under- 
standing of the needs of our patient popu- 
lation. 

This suggestion is not offered as being 
either new or revolutionary. In relation to 
the problem of aging it has been said, “If 
basic community services were improved 
then psychiatric clinics would be really 
utilized as such”(1). In another study it ap- 
peared that 4 out of 5 patients treated in 
a child guidance clinic over a period of 25 
years might have as appropriately been 
treated in non-psychiatric agencies(2). A 
study of psychiatric clinics in New York 
City some years ago was subtitled, “A 
Study Toward the Prevention of Waste”(3). 
These three by no means unique obser- 
vations cover the entire range of psychiatric 
patients and all point to the need of a 
closer rapprochement with community re- 
sources. 


“Community resources” is a tidy con- 
cept which covers a wide range and variety 
of efforts. The very tidiness with which it 
is articulated belies its complexity, its es- 
sence, and the creativity inherent in the 
utilization of its possibilities. Webster gives 
us clues in the literal definition—a resource 
is a new or reserve source of support, a 
means of resort in exigency, or a stratagem ; 
a community can be society at large, the 
public or people in general, and in a more 
restricted sense, it is the people of a particu- 
lar place or region. This frame of reference 
excludes the stereotype and places a heavy 
burden of responsibility on any professional 
at any level of operation who seeks to 
identify and employ “community resources” 
in his endeavors. 

For our present considerations we will 
not plan to emphasize the mental hospital 
“community.” Rather we will here point up 
examples wherein exploratory efforts in 
“society at large” may lead to more con- 
structive sources of support to patients who 
have improved to the extent that they 
should be encouraged to deal with in- 
creased reality demands. 

This approach is admittedly artificial be- 
cause the mental hospital itself should be 
truly a community resource. Proper plan- 
ning for the discharge of a patient from the 
hospital and his adequate convalescent care 
is best started at the time of his admission 
(4). This, of course, is primarily a clinical 
responsibility as it relates to the individual 
patient. We are here more concerned with 
the type of broad planning and policy 
making that involves organized Federal, 
interstate, state, or local activity. Any or 
all of these may have an impact on clinical 
treatment. It is the responsibility of the 
psychiatrist both as a clinician and as a 
citizen to identify and take advantage of 
the community resources that do exist, and 
to make known the needs for hitherto non- 
existent community resources that might 
be desirable or even essential for adequate 
treatment of patients. When these new 
resources can be provided only by or- 
ganized community effort it is further the 
responsibility of the psychiatrist to provide 
the leadership that will ensure their estab- 
lishment in accordance with the best pro- 
fessional knowledge and _ practice. 
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An example of the kind of planning that 
must be done at the Federal level is in 
the area of Public Assistance. Many a 
psychiatrist has found himself in the fol- 
lowing dilemma : A patient has shown con- 
siderable improvement, and in the best 
clinical judgment the next step in treat- 
ment calls for a living arrangement in the 
community. The patient is without eco- 
nomic resources and requires economic 
subsidy. The Federal Handbook of Public 
Assistance Administration indicates that “a 
patient on conditional release from a public 
mental hospital where he was an inmate— 
is not an inmate of a public institution if he 
is free of controls by the hospital, other 
than professional help or guidance relating 
to his mental condition.” This theoretically 
would make him eligible for Public Assist- 
ance. Nevertheless, in many states the pro- 
cedure is such that the patient who requires 
aftercare supportive treatment will be dis- 
charged prematurely to become eligible for 
public assistance. The alternatives in most 
instances are retaining the patient for 
continued hospitalization, or discharging 
him and hoping that relapse and re-admis- 
sion will not occur. Ideally, one would like 
the reality planning to provide for con- 
tinued outpatient treatment with the public 
assistance participation as an integral part 
of the plan. Too frequently this is not 
possible. Where it is possible, the timing 
factors so important in the release of pa- 
tients, become so complicated by the ad- 
ministrative procedure that the optimum 
point at which release should take place 
cannot be adequately considered. 

Much of this maze of planning stems 
from the original exclusion of “any in- 
dividual (a) who is a patient in an in- 
stitution for tuberculosis or mental diseases 
or (b) who has been diagnosed as having 
tuberculosis or psychosis and is a patient 
in a medical institution as a result thereof.”* 
The language of this aspect of the law lends 
itself to detailed analysis, interpretation, 
judicial conjecture, and heated argument. 
We needn't here point out that “psychosis” 
is not a synonym for “mental illness.” 

Psychiatrists working in state programs 


4 This statement appears repeatedly in the “Defini- 
tion” portion of various “Titles” of the Social Security 
Laws. 


are acutely aware of these ramifications. 
At the recent annual conference of the 
State and Territorial Mental Health Au- 
thorities with the Surgeon General of the 
Public Health Service, the following recom- 
mendations were passed : 


That the Secretary of Health, Education and 
Welfare propose to the Congress legislation to 
amend existing Social Security Laws so that 
they do not discriminate against persons with 
any type of illness mental or physical. 


This resolution is the result of individual 
psychiatrists moving from official positions. 
By the nature of this particular conference, 
the American Psychiatric Association as 
such was not a participant although its 
Medical Director was present as an in- 
vited guest. There is, however, an important 
and valid role for an Association such as 
the APA to play in the area of Federal 
legislation. An Advisory Council of Public 
Assistance, established by law, is reviewing 
aspects of the Federal Public Assistance 
Program. This group is required to report 
by January 1, 1960 on needed changes in 
the Social Security Act. Its 12 eminently 
qualified members do not include a psy- 
chiatrist. However, official liaison from this 
organization would offer ample opportunity 
to present to the Council the problem of 
the mental patient. 

T) 2 possibility of participating in plan- 
ning on the national level by a national 
professional “community” such as the APA, 
can be extended to include many other 
activities. For example, the Children’s Bu- 
reau, which lacks a psychiatrist on its staff, 
notes little information regarding the need 
for psychiatric services for children. Yet 
state mental hospitals are regularly used as 
a resource for children(5). 

Certain kinds of problems require plan- 
ning among the states independent of 
participation by the Federal government ; 
for example, planning for a mentally ill 
resident of one state who finds himself 
somewhere else in the country, or the 
establishment of regional educational serv- 
ices to provide more personnel in scarce 
categories. In various ways states have 
come together for inter-state community 
planning—the Southern Regional Education 
Board, the Western Interstate Commission 
on Higher Education, and the Northeast 
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State Governments Conference on Mental 
Health. Meetings of these groups provide 
striking illustrations of the varieties of pro- 
grams designed to solve basically similar 
problems. 

Tangible evidence of the real potentiali- 
ties for successful planning of such a group 
as the Northeast State Governments Con- 
ference on Mental Health is to be found in 
the remarkable legal document known as 
the Interstate Compact on Mental Health 
(6) which was conceived and born in this 
Conference. Extremely difficult legislative 
and administrative problems, at times 
thought to be insoluble, were transcended 
to forge an instrument which has added a 
great deal for the clinician considering 
the best interests and welfare of his patient. 
It is now possible in those states which are 
signators of the Compact to plan for a 
patient on the basis of his medical needs 
rather than on the basis of a legalistic 
concept of place of residence or settlement. 

At the level of the state “community,” 
the problems of planning are compounded. 
Federal legislation is drawn along broad 
lines and in accordance with broad general 
principles to allow for the translation to 
meet the needs of individual states. Inter- 
state planning too is limited to special 
circumstances and is framed in general 
terms. State planning, however, has to deal 
with the details of program activities in 
the specific requirements of the individual 
state. 

It is estimated that in 1957 the total 
operating expenditures for patients in state 
mental hospitals reached $732.2 million. 
This represents an increase of 130% in 
expenditure in 10 years. During this period 
hospital populations increased by 13.4% and 
first admissions by 23.7%; discharges in- 
creased by 85% but re-admissions increased 
100%! State community mental health serv- 
ices from 1952 to fiscal 1957-58 increased 
from $5.9 million to approximately $27 
million(7). These are rough figures intro- 
duced only to give some gross factors which 
need to be taken into account in state plan- 
ning. The most valid trend these compli- 
cated data reveal is the increased move- 
ment of the patient population to and from 
state hospitals and the recently increased 
expenditure for “community services.” 


State responsibility has been with few 
exceptions affixed by practice, to inpatient 
care. That is, the objective of state hospital 
programs and hospital administrators has 
largely been the care of the patient to the 
point of clinical improvement where he 
could return to the community. In this con- 
text, return to the “community” might in- 
clude “direct discharge,” return to court, 
prison or jail, discharge against medical 
advice, unauthorized absence, voluntary 
separation, or some manner of conditional 
release. Where hospitals have had clinical 
services in the community, they were usu- 
ally available for a percentage of “con- 
valescent status” or “extended visit” patients 
who remained “on the books.” The move- 
ment into community mental health services 
by state government is beginning to change 
this orientation. 

The stimulus of the National Mental 
Health Act did a great deal to break down 
the planning isolation of state departments 
in the mental illness field. Committees and 
Commissions were developed. Commis- 
sioners of Mental Health met with their 
opposite numbers in Health, Education, 
Welfare, Corrections, Labor, Finance and 
others to plan for services in the community. 
Mutual and related problems have been 
brought into a common forum. The mental 
hospital patient in this group is seen in 
his social context rather than in an acute 
phase of his illness. The essential problem 
of relating these to-be-defined services to 
local voluntary and municipal agencies 
began to come under discussion. Simul- 
taneously the “open” hospital, long dormant 
in this country, was given impetus. We are 
also, with less fanfare, beginning to see an 
increase in the utilization of the voluntary 
commitment. It has been said that the 
“open door” is really the prelude to the 
“revolving door.” 

Further planning in fields other than 
those specifically identified as mental 
health, needs the guidance and assistance of 
psychiatrists at the state level. Research 
under essentially psychiatric auspices has 
been largely responsible for demonstrating 
the potential evils of many long-established 
practices in the care of orphaned infaats. 
Adequate planning of our state child wel- 
fare programs in the area of adoption and 
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foster home practices should have the 
benefit of psychiatric guidance. These are 
activities in community planning of major 
importance to our society as a whole. 

Planning is now actively under way for 
the 1960 White House Conference on Chil- 
dren and Youth. Nationally there are psy- 
chiatrists involved in the planning and 
direction of the conference. The organized 
psychiatric community at the state level, 
district branches of the American Psychi- 
atric Association for example, should be 
active participants in the state’s planning 
for this Conference. 

At the local community level there is 
evidence that efforts(8) of mental health 
education are beginning to take root. We 
see this in the interest of local communities 
and agencies who are approaching our 
hospitals asking for opportunities to partici- 
pate in planning for patients who are 
returning. These approaches are from or- 
ganized groups such as Councils of social 
agencies who have an awareness of the 
problems and are expressing some degree 
of responsibility for them. We hear reports 
of programs utilizing public health nurses 
(Ga., Ky.), County Health Departments 
(Fla.), and County Welfare Departments 
(Kan.). There are also continuing efforts ° 
to involve the general medical practitioner 
in various phases of aftercare. The impetus 
of the Office of Vocational Rehabilitation is 
beginning to be felt and the Hospital and 
Community Services Branch of NIMH has 
also stimulated activity. The various com- 
munity mental health acts in states have 
emphasized state-local fiscal participation 
usually under defined public and voluntary 
auspices. These resources have undoubtedly 
resulted in an increase of facilities, so that 
more service is available to more people. 
Perhaps it is too soon to inquire or perhaps 
it is too audacious a question, but we can’t 
help wondering to what extent these serv- 
ices are related to community problems. 
We are suggesting that the heavy emphasis 
has been on matters pertaining to organiza- 
tion, e.g. financing, personnel, and not suf- 
ficient emphasis has been given to planning. 


5 Through the Ad Hoc Committee on General 
Practice of the APA in Cooperation with the Ameri- 
can Academy of General Practice. 


SUMMARY 

To recapitulate, the necessity for ade- 
quate planning is justified not only by 
current scientific knowledge that indicates 
its validity, but also by the practical 
necessity for making the most efficient use 
of any and all available resources. 

When we total our current scientific 
knowledge we hear that “much of the dis- 
ability in mental illness is superimposed by 
social and treatment mechanisms and is 
preventable and reversible”(9). A review of 
financing (tax funds supply probably 90% 
of the budgets for services) tells us that 
“discussion focuses on assertions that the 
states have reached their taxing limits”(10). 
When we examine our personnel picture 
and the training and recruitment prospects 
(11) we find that it will take all our in- 
genuity to stand still. These are sobering 
and responsibly drawn conclusions. They 
indicate that we cannot expect more of 
what we have, without limit. We cannot 
assume that our currently uncoordinated 
efforts are making maximum use of existing 
facilities. We must continue to discover and 
make creative use of related facilities which 
can contribute to the solutions of our prob- 
lems. 

This assumes that we have defined our 
problems in both qualitative and quantita- 
tive terms ; that we have an appreciation of 
our resources and that the means of com- 
munication exists to consider getting the 
two together(12). This is a large assump- 
tion. Nevertheless it is the only base on 
which planning can define and consider the 
issues. The alternative is to continue our 
buckshot approach of more of the same, 
in the hope that if some is good, a lot is 
better. 

Planning can start with the individual 
practitioner out of whatever professional 
discipline he represents. He is in a position 
to appreciate the needs evidenced in the 
individual case. Through his relationship 
with his colleagues in membership organi- 
zations or through hospital and agency 
structures these individual needs become 
cumulative and are communicated. (We 
have herein noted how this chain reaction 
can move from the National scene to the 
clinical decision.) As the needs of indi- 
viduals become clear it is possible to design 
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and implement services to meet these needs. 
From private practice case planning up the 
line to broad program planning, reality 
factors must be identified and met. The 
reality variables may well be decisive in 
determining whether or not our technical 
skills will have an opportunity to deal with 
personality pathology or its manifestations ! 
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HIGH DOSAGE CHLORPROMAZINE THERAPY IN ACUTE AND 
CHRONIC SCHIZOPHRENIA 


R. H. V. OLLENDORFF, M.R.C.S., L.R.C.P., D.P.M.' 


In a number of “double-blind” studies 
on chlorpromazine, reviewed by Freeman 
(1) it was found that the efficacy of tran- 
quilisers like reserpine and chlorprom- 
uzine in the treatment of acute and chronic 
schizophrenia cannot be doubted. Pioneer 
trials were described by Kinross-Wright 
(2), D. Goldman(3), and A. A. Kurland 
(4), and the results of these authorities 
were confirmed as most satisfactory. 

In Freeman’s review(1) three dosage 
schedules are discussed: Low (150—400 
mgs. chlorpromazine daily); Moderate 
(500-900) ; High (1000 and over daily). 

In the last, Kinross-Wright’s intensive 
treatment in rapidly increasing doses (up 
to 4,800 mgs. daily for 8 to 10 days), is 
especially relevant to the working out of 
the method, described below. In his review, 
Freeman thinks that the results are equally 
good in all 3 levels but that the figures for 
chronic schizophrenics are showing a sig- 
nificant increase of successes in the high 
dosage column. 

A. A. Kurland(5) studied the response of 
400 cases of schizophrenics to chlorprom- 
azine and reserpine and concluded that 
chlorpromazine is the superior drug. This, 
too, was amply confirmed. 

Of vital interest for the development of 
the method called in this trial Intensive 
Chlorpromazine Therapy was the paper 
of M. W. Foster and R. S. Gayle, read at 
the 49th annual meeting of the Southern 
Medical Association Section for Neurology 
and Psychiatry in November, 1955, and the 
consequent discussion of this paper(6). 
Here it was reported and strongly sup- 
ported by Ayd(6) that a combined therapy 
of chlorpromazine and electroshock therapy 
achieved quick and very good results and 
that the dangers thought to be great in 
this combination are, in fact, minimal and 
easily avoidable, especially if chlorprom- 
azine is not given directly before treatment. 


oa Formerly Senior Registrar, Hellingly Hospital, 
Hailsham, Sussex. Now at St. Martin's Hospital, 
Canterbury, Kent, Eng. 


in searching for the optimum therapy 
in schizophrenia, it follows from the above 
references that chlorpromazine was pre- 
ferable to reserpine, that a moderate to high 
dosage technique had advantages over the 
low dose and that it was desirable to com- 
bine ECT with medication. Thus it was 
found advisable to : 

1. Try to find an optimal dosage of 
chlorpromazine. The differentiation of dos- 
age for acute and chronic schizophrenics 
was considered irrelevant. Whatever dam- 
age the disease process does in a prolonged 
course, can have little or no bearing on 
the disease process per se, and the thorough 
suppression of the disease by forcing an 
early and lasting remission is of great im- 
portance. The combination of chlorprom- 
azine and ECT was thought to be a power- 
ful agent. In a number of single trials rang- 
ing from 800 to 3000 mgs. daily, 2100 mgs. 
daily was found to be optimal as a peak 
dosage. 

2. Try to find an optimal time limit. 
Maintaining in single trials patients on the 
peak dosage, varying from one day to one 
month, it was found that too short a period 
was not giving lasting benefit, delaying in 
fact the remission, or being followed by 
rapid relapses, whereas continuation for 
too long a period did not alter the picture 
either in success or failure but made epi- 
leptic and pseudo-Parkinsonian side effects 
very prominent without helping in the 
process of forcing or maintaining a remis- 
sion, nor in fact did it seemingly break 
up psychotic features in the very malignant 
forms of schizophrenia. Ultimately, a skele- 
ton scheme of the intensive chlorpromazine 
therapy was evolved (Table 1). 

A quick permeation with chlorpromazine 
parenterally is achieved and accompanied 
by 3 electroconvulsions, modified by Pento- 
thal and Brevidil. The second step is a 
daily increase of chlorpromazine by 100 
mgs. t.d.s. to the peak dose of 700 mgs. 
t.d.s., which is held for one week. The 
dosage is then decreased by 100 mgs. 
t.d.s. until a level of 300 mgs. t.d.s. is 


729 


4 
3 
2 
J 


HIGH DOSAGE CHLORPROMAZINE THERAPY 


TABLE I 


Basic OuTLINE OF INTENSIVE CHLORPROMAZINE THERAPY 


Chlorpromazine mgs. 50, Intramuscular, or orally t.d.s. or 

mgs. 100, Intravenously statim followed by 50 mgs. Intra- 

muscularly, t.d.s. according to severity of symptoms for 2 to 

4 days until oral therapy possible. 

Chlorpromazine mgs. 100 t.d.s. (tabs.), 


Ist day 


2nd to 4th day 
4th to 6th day 
6th to 8th day 
9th 

10th 

llth 

12th to 19th day 
20th day 

21st day 

22nd day 

23rd day 


lst ECT 
2nd ECT 
3rd ECT 


24th day 


6th ECT 25th to 35th day 


for 2 to 4 days. 
for 2 to 4 days. 
for 2 to 4 days. 
for 1 day. 

for 1 day. 

for 1 day. 

for 7 days. 

for 1 day. 

for 1 day. 

for 1 day. 

for 1 day or be- 
ginning of main- 
tenance level. 
usual mainte- 
nance level for 
varying times, 
sometimes per- 
manent. 
maintenance dose 
in favourable 


cases. 
discharge 


( Syrup) 


after 
indefinitely. 


reached and 3 further modified electro- 
shocks are given. 

This is not a rigid scheme and it is guided 
by the response of the patient and the 
severity of the side effects. These side ef- 
fects rarely occur during the period of the 
build-up of the therapy but if they happen 
during the peak period the manipulation of 
the situation leads to an earlier beginning of 
the descending limb of the therapy. 


METHOD 


All female first admissions, diagnosed as 
schizophrenics, most of the female cases 
admitted and diagnosed as recurrent schizo- 
phrenics, a number of male first and re- 
current admissions and chronic patients 
in the male ward and chronic cases from 
two female wards, under the care of the 
writer, were chosen. There was no selection, 
but in the long stay wards the age of the 
patients was restricted mainly to 20—50 
years. 

All first and recurrent female admissions 
were, in the vast majority, in the personal 


care of the writer from January 1957 until 
September 1958 and the 143 patients, 93 
females and 50 males, were divided into 
Groups A, B and C, first, recurrent and 
chronic hospitalized cases respectively 
(Table 2). 

There were 37 first admissions against 
106 recurrent and chronic hospitalised 
schizophrenics : thus a loading with acute 
illnesses which usually respond to treat- 
ment, is avoided (Table 2). 

An assessment of the type of schizo- 
phrenia has been made, but it was found 
that only in rare cases was this classical 
enough to categorise in one diagnostic pat- 
tern (Table 3). 

In the recurrent Group B and the chronic 
Group C, all previous treatments, as far 
as they are recorded in the old case notes, 
were noted and are summarised in Table 4. 

Assessment of the condition of the major- 
ity of patients was made by the writer, the 
remainder by his colleagues. A first regular 
assessment was made after the patient was 
stabilized on his maintenance dose, usually 
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TABLE 2 


NuMBER OF CASES AND GROUPING 


A. Number of first acute schizophrenic episodes 

B. Number of acute schizophrenic breakdowns after previous 
remissions 

C. Number of chronic hospitalised schizophrenics 
(over two years) 


TABLE 3 


A Rovucu D1acnostic SuB-CLASSIFICATION 


a = Catatonic Schizophrenia c = Hebephrenic Schizophrenia 
b = Paranoid Schizophrenia d = Simplex Schizophrenia 


Group A Group B Group C 
2 7 

13 17 

26 12 


4 
3 
15 
5 
1 
5 
2 
2 
37 
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TABLE 4 


TREATMENTS PREVIOUS TO INTENSIVE CHLORPROMAZINE THERAPY 


Previous to Intensive Chlorpromazine Group B and C. 
Number of patients treated. 
ECT Straight, Modified or Cardiazol 86 
Deep Insulin Coma Treatment 37 
Modified Insulin Treatment 20 
Small doses of Chlorpromazine or Serpasil 32 
Prefrontal Leucotomies 10 


TABLE 5 


STANDARDS OF ASSESSMENT 


I = Recovered Full social and individual rehabilitation on the premorbid 
level of personality integration. 

Il = Good Improvement Full social integration but less than the premorbid level. 

III = Mild Improvement Full social rehabilitation but still showing elements of 
former schizophrenic illness. 

IV = Minimal Improvement Arrest of overt psychotic behaviour, ability to be maintained 
in a sympathetic environment out of Hospital or upgrading 
inside the Hospital; works, dresses, feeds without supervision, 
psychiatric supervision necessary on Out or In-Patient basis. 

V = No Improvement Continuation of the schizophrenic disease process with no 
break-up of psychotic behaviour or any signs of a remission. 


1960 | 731 

Female Male Total 

ae 30 7 37 

28 22 50 

35 21 56 

93 50 143 

Total 
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after his sixth modified ECT. A firm assess- 
ment, of course, was made prior to dis- 
charge. Followup was carried out by the 
writer and his colleagues in all outpatient 
clinics of the area, and for the more recent 
admissions, regular followups in this hos- 
pital had been arranged by the writer after 
the discharge of the patients, at monthly 
intervals (Table 5). 

Clinical details of the intensive therapy 
are of some importance. The patient is 
usually in bed for the first 2 to 4 days to 
acclimatize to ward conditions and he is 
encouraged to be up and about until his 
ninth day. From the ninth to the twenty- 
third day he is in bed again because of 
drowsiness, orthostatic disturbances, epi- 
leptic manifestations and occasional con- 
fusional states. Severe pseudo-Parkinsonian 
symptoms such as drooling, speech difficul- 
ties, marked limb rigidity with “cogwheel” 
neuromuscular response to passive move- 
ment, myoclonic jerks, epileptic fits, gross 
malaise with feelings of severe weakness 
may often make one choose a shorter time 
or a lower dosage level of the 7 day peak 
period. Food and liquid intake, bowel and 
bladder action, are attended to and special 
care of the heart and lungs is given. A full 
blood count is taken if any mouth or throat 
pathology is observed. The activities of 
patients in bed, like reading, knitting, draw- 
ing, conversation with nurses are encour- 
aged but drowsiness in most cases prevents 
these activities. 

After the period of maintenance, not later 
than 10 days after the last ECT, an assess- 
ment is tried to fix the maintenance level 
which varies from 50 to 300 mgs. t.d.s. It 
usually dep-nds on the degree of remission. 
It is, to judge from the experiences of the 
last 21 months, of primary importance not 
to be too quick to reduce chlorpromazine 
or to cut it off altogether by misjudging 
success, or failure, too early ; especially in 
chronic schizophrenics the rigid main- 
tenance of quite high levels of chlorprom- 
azine, even up to 400 mgs. t.d.s. is part 
and parcel of the intensive chlorpromazine 
therapy. 

The results of this trial are given in 
Table 6 and the administrative outcome 
is assessed in Table 7 together with the fate 
of 16 relapses. 

Side effects are tabulated in Table 8. 


DISCUSSION 


1. The combination of intensive chlor- 
promazine therapy and ECT has been 
thought dangerous by some authorities. 
Freeman(1) mentions a number of serious 
complications and deaths and states that 
this method should be used with great 
caution. Goldman(7) feels that chlorprom- 
azine is no contra-indication to ECT, criti- 
cising the authors for not stating their 
methods of giving ECT, but he maintains 
that no muscle relaxants should be given. 
In our experience, there is no danger or 
contra-indication in either the combination 
or the giving of muscle relaxants. In this 
trial a minimum of 900 electroshocks have 
been given to patients before and after the 
peak period, usually at the level of 900 
mgs. per day chlorpromazine, and in no 
case was there an difficulty in the recovery. 
The standard method used was as follows : 

Pre-medication with atropine, half-an- 
hour before treatment, no meals 3 hours 
before treatment, bladder and bowel emp- 
tied before treatment, 3—5 cc. of 5% solution 
of Thiopentone, 0.5—1 cc. Brevidil, the last 
two given through the same needle but 
in two syringes, oxygenation of the patient 
until full relaxant effect has been observed, 
shock, oxygenation at the tail-end of clonic 
phase of convulsion until full breathing 
established. 

The only observation during these treat- 
ments was the marked prolongation of the 
clonic phase when ECT was given follow- 
ing the peak period. This is also seen after 
deep insulin coma treatment and is not 
considered relevant. 

2. During the single trials to estimate 
optimal dosage, epileptic fits of classical 
grand mal character were observed regular- 
ly in dosages over 2100 mgs. per day. In 
3 cases of failure after the peak period, 
using the above method, treatment was 
recommenced by raising the dosage to 3000 
mgs. per day, and all 3 cases had fits. How- 
ever, a further 17 epileptic fits occurred 
during the 2100 mgs. per day level. In 
these cases, 74 grs. sodium amytal were 
given intramuscularly and the descending 
limb of the therapy began irrespective of 
the length of time of the peak period main- 
tained. As in deep insulin coma treatment, 
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their occurrence should not lead to dis- 
ruption of the therapy. 

3. The confusional state reported in 15% 
of all patients occurs usually near or during 
the peak period. It is often quite out of 
tune with the underlying psychosis, in fact, 
it is a superimposed toxic psychosis. In most 
cases there is gross restlessness, over-activ- 
ity, over-talkativeness, speech is found to 
be incoherent and the contents have little 
bearing on the pre-existant primary de- 
lusions ; in some cases gross euphoria and 
episodes of manic character were observed. 
Here the danger consists in diagnosing a 
relapse and breaking up the therapy. It 
was found in all cases that sedation with 
sodium amytal, again given intramuscular- 
ly, with a dosage of 7% grs. alleviated this 
state and was given concomitantly with 
the chlorpromazine therapy. 

4, Jaundice and agranulocytosis were con- 
stantly watched for, but did not appear in 


any of the 143 patients. Three cases, 2 
females and 1 male, had mild jaundice 
previous to intensive chlorpromazine ther- 
apy when on small doses of the drug. 

5. Two chronic deteriorated schizophren- 
ics committed suicide after lengthy periods 
of maintenance dosage. Their suicides were 
not thought be be related to the action of 
chlorpromazine, but they must, naturally, 
be regarded as therapeutic failures. 

In view of the fact that side effects with 
chlorpromazine are encountered regularly, 
the method described above is not blind. 
It follows, therefore, that the observations 
made are subjective ones, but the following 
points emerge : 

1. Intensive chlorpromazine therapy is 
a useful method of forcing a remission in 
primary schizophrenic episodes. It works at 
least as well as other methods of treatment 
in primary schizophrenia, with the excep- 
tion of simple schizophrenia and the few 


TABLE 6 


REsuLts OF 143 Patrents AFTER INTENSIVE CHLORPROMAZINE THERAPY 


Acute First 
Schizophrenic 
Episode 
Fem. % Male % 
1 (Recovered) 14 38 3 
II (Good Improvement) 10 27 8 
III (Mild Improvement) 410 8 
IV (Minimal Improvement) 1 3 
V (No Improvement) 1 
VI (Suicides) 


Acute Schizophrenic 


Previous Remission 


Chronic 
Hospitalised 
Schizophrenics 
Fem. % Male % 


Breakdown after 


Fem. % Male % 
7142 4 
11 22 10 20 
918 918 


30 


TABLE 7 


ADMINISTRATIVE OUTCOME 


Out of 37 (Group A) First Admissions 
Out of 50 (Group B) Recurrent Admissions 


Out of 56 (Group C) Chronic Hospitalised Patients 


Relapses 


GROUP A 
GROUP B 
GROUP C 


Discharges in this Hospital Transfer or 
readmission to other Hospital 
Discharge Remain 
35 (94%) 2 ( 6%) 
44 (88%) 6 (12%) 
20 (352%) 34 (65%) 
Re-Discharged Still Remain (inc. in the 
above 'REMAIN’ Column) 


|| Go] 
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cases of extraordinary malignant catatonic 
schizophrenia who relentlessly deteriorate 
in spite of all known treatments ; 4 out of 
the 6 patients, 2 males and 2 females, be- 
long to the latter, the remaining 2 were 
diagnosed as schizophrenia simplex. Severe 
longstanding paranoid schizophrenics, even 
if admitted to hospital for the first time or 
after long intervals, have been found to 
need very prolonged treatment on high 
maintenance levels up to 400 mgs. t.d.s. 
for as long as 6 to 12 months. 

2. Intensive chlorpromazine therapy 
seems to have the same positive effect with 
recurrent cases, Group B. The relapse rate 
in this group was higher than in the other 
groups, as one would expect for both 
medical and social reasons ; 8 relapses out 
of 50 patients, respectively out of 44 dis- 
charges, were recorded, but a repeat course 
of intensive chlorpromazine therapy was 
given in all these cases with equally good 


results, that is, 5 have been re-discharged 
after the second course. 

3. Less spectacular in numbers, but of 
perhaps the greatest importance, are the 
results in the treatment of chronic hospital- 
ised schizophrenics. If a discharge rate of 
35% could be reached on a national level 
it would certainly relieve the pressure on 
our mental hospitals considerably. One 
must understand clearly, however, that in 
the rehabilitation of chronic schizophrenics, 
and this is probably equally true for 
primary and recurrent patients, modern 
hospital conditions with maximal freedom, 
occupation, enlightened nursing, mainte- 
nance of the patients’ social relations, play a 
preponderant part. This is obviously diffi- 
cult to assess but may be of greater sig- 
nificance than even the best medication. 

4. In one patient of Group A, intensive 
chlorpromazine therapy did not force a full 
remission and although maintained on 


TABLE 8 


EFFEcts 


Side Effects Females Males 


Drowsiness 85 41 


Skin reaction—Oedema, 28 3 31 


Sweating, Flushing 
Epileptic Fits, myoclonic 16 4 


jer 
Menstrual disturbances in 34 


of all females 


relevant age 


Hirsuties 
Pseudo-lactation 


Confusional State 


Pyrexia 


Epistaxis 
Obesity 


Skin reaction—sun irritation 37 


Jaundice 
Agranulocytosis 


Total Percentage 


126 
Pseudo-Parkinsonism 51 21 72 


Special Medication Given 


88 

51 Reduction at maintenance level 
only. 

Cortisone Cream when 
Nivaquine 200 mgs. b.d. 
7% grs. Sodium Amytal Intramus- 
cularly. 

In one case, a false positive Freed- 
man test was seen. 


severe. 


7% grs. Sodium Amytal Intramus- 
cularly. 

As usually concomitant with hy- 
postatic pneumonia—Penicillin giv- 
en in usual dosage—Chlorproma- 
zine reduced pro tem. 

Reduction of dosage temporarily. 


Nivaquine 200 mgs. b.d. Anthi- 
san Cream—Sun hats when up and 
about. 


- 
ping 
20 
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2 2 = 
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chlorpromazine 300 mgs. per day, it was 
felt that the patient was relapsing. At that 
point, deep insulin coma therapy was given 
and a good remission was forced with 38 
comas. She has been maintained since then, 
for over a year now, on chlorpromazine 
mgs. 150 per day and has not relapsed and 
was assessed when last seen as an out- 
patient, as maintaining her good improve- 
ment. From a comparison of recurrent and 
chronic patients who had leucotomies, and 
those who had deep insulin coma treatment, 
it became clear that all cases leucotomised 
responded indifferently to intensive chlor- 
promazine therapy, whereas a response to 
ICT after deep insulin coma therapy was 
significantly better. It is thus felt that deep 
insulin coma therapy can be adjunctive in 
achieving a remission. 

5. It is well understood that discharge 
from hospital is not necessarily a good 
criterion of clinical change, e.g. some 
voluntary patients left hospital prematurely 
and against advice, whilst other long-stay 
patients could have been discharged if 
social circumstances had allowed them. 

6. All in all, the response to this method 
of treatment surpasses the expected rate 
of natural remissions and it proved success- 
ful in patients who were unsuccessfully 
treated by other methods. 

This is most forcibly expressed in con- 
sidering the response to intensive chlor- 
promazine therapy of the long-stay chronic 
illness Group C. Of these 56 patients, 44 
had had ECT, straight, modified or Car- 
diazol, 28 low dosage chlorpromazine or 
Serpasil, whilst 21 had received deep 
insulin coma treatment, 13 modified insulin 
treatment and 8 had prefrontal leucotomy. 
None had been considered well enough to 
be discharged. Following intensive chlor- 
promazine therapy, however, 20 were dis- 
charged (6 classified as Grade II, 14 as 
Grade III). 

7. All 16 relapses were associated with 
failure of the patient to continue on chlor- 
promazine in the maintenance dose. It 
cannot be overstressed, that a schizophrenic 
in remission is not cured ; rigid psychiatric 
supervision and upkeep of an optimal 
maintenance dose of chlorpromazine are 
part and parcel of ICT. It is felt that much 
more knowledge of the disease is needed 


before we can allow a patient to go with- 
out a medication which we know helped 
him to force and maintain a remission. 


SUMMARY 


A method is given here where increasing 
doses of chlorpromazine are given to all 
groups of schizophrenics, reaching a peak 
level of 2100 mgs. per day for one week. 
This dosage is decreased and after assess- 
ment a maintenance level of chlorpromazine 
is rigidly upheld for indefinite periods. 
Three modified ECTs accompany the as- 
cending limb and 3 or more modified ECTs 
the descending limb of chlorpromazine 
therapy. Side effects are multiple but none 
is considered dangerous or necessitating 
the discontinuation of the treatment, 
especially if all necessary precautions are 
taken and the patient is closely watched. 

The results of this method are sufficiently 
encouraging to justify its continued use. 

The method is not considered rigid and 
the level of dosage and the length of 
time in which higher dosage levels are 
given are guided, naturally, by the patient's 
response and the severity of the side effects. 
The importance of the method is felt to lie 
in the quick way a first remission is 
forced, recurring episodes and relapses 
reversed and chronic schizophrenic illness 
alleviated. 
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RECOVERY FROM SEXUAL DEVIATIONS THROUGH 
OVERCOMING NON-SEXUAL NEUROTIC RESPONSES * 


IAN STEVENSON, M.D.? anv JOSEPH WOLPE, M.D.* 


The treatment of sexual deviations is 
commonly said to be difficult and the re- 
sults uncertain(1, 2). Several popular gen- 
eralizations about psychotherapy may con- 
tribute to these unfavorable aspects of the 
treatment of these disorders. On the 
grounds that it takes only one white crow 
to prove that all crows are not black, we 
present 3 cases of sexual deviation in each 
of which a significant transformation of 
sexual behavior occurred with compara- 
tively little treatment, at least as judged 
by the number of interviews, respectively 
45, 10, and 21. From our data we shall 
infer that the following popular generali- 
zations are untenable as generalizations : 
(a) that a requirement of recovery from 
a psychoneurosis (of which sexual devia- 
tions are considered one type) is the recall 
of repressed memories of early traumatic 
experiences ; (b) that such recovery can 
only occur, or be lasting if it should occur, 
as a result of the uncovering and modifica- 
tion of specific sexual conflicts; (c) that 
the removal of symptoms or the alteration 
of outward behavior without modification 
of such conflicts must inevitably lead to the 
outbreak of other symptoms, if not the re- 
currence of the old. 


CASE REPORTS 


Case 1.—A. K. was arrested by the police on 
the complaint of his neighbors that he had 
been manipulating the genitals of little girls. 
One of these neighbors had tolerantly agreed 
and arranged that the charges would be 
dropped on condition that A. K. seek psy- 
chiatric treatment. He agreed to this with some 
misgivings. 

He had been playing with the genitals of 
little girls regularly for 3 years, sporadically 
for many years. Married 10 years, he was 


1Read at the 115th annual meeting of The 
American Psychiatric Association, Philadelphia, Pa., 
Apr. 27-May 1, 1959. 

2 Department of Neurology and Psychiatry, School 
of Medicine, University of Virginia, Charlottesville, 
Va. 

3 Department of Psychiatry, University of Wit- 
watersrand, Johannesburg, South Africa. 


the father of 2 girls with whom, incidentally, 
he did not play sexually. His sexual relations 
with his wife had once been satisfactory, but 
had fallen off in later years. He had gradually 
become almost completely impotent with his 
wife. 

Although 42 years old, A. K. continued in 
a most servile relationship towards his father 
who gave him advice and financial donations, 
but also scorn and derision. Towards his 
customers he was equally unassertive. He said 
of himself “I want people to like me. I can 
never say ‘No.’” Originally he had a good 
relationship with his wife, but as he failed 
to advance in work or money, they drifted 
apart and she gradually became irritable and 
even shrewish towards him. He had gradually 
withdrawn from her. 

Of A. K.’s early sexual history almost no 
information emerged. In an early interview he 
mentioned that when he was 5, some boys 
and men had given him marbles for performing 
fellatio on them. Other details of early sexual 
experiences were not pursued ; first, because 
the patient himself had much pressure to talk 
about his present situation, and secondly, be- 
cause theoretical considerations presented else- 
where(3, 4, 5) made it seem unlikely that 
they would be necessary for the patient’s 
recovery. This inference proved correct. 

A. K.’s father had at first agreed to pay for 
his therapy, but after the alarm of A. K.’s 
arrest abated he treacherously withdrew his 
support. A. K. wanted to leave therapy, but 
was detained by the fear that the district 
attorney would bring him to trial. So he paid 
for his therapy himself, 45 interviews over a 
year and a half. 

The defection of his father when A. K. most 
needed him brought fully into the open his 
child-like attitude which had persisted 
toward his father. He began to remedy this 
state of affairs, first, by freely expressing his 
resentment towards his father for the latter’s 
mistreatment of him over the years, and sec- 
ondly, by completely emancipating himself 
from dependence on his father for money, 
advice or anything else. The assumption of 
responsibility for paying for his own treat- 
ments signalized this change, but was actually 
only the first of such moves. 

The subsequent therapeutic interviews were 
largely occupied in examining and improving 
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A. K.’s current relationships with other people. 
A. K. gradually became more assertive in 
such relationships. His relationships with oth- 
ers, including his father, improved markedly. 
He changed and improved his job and greatly 
expanded his social activities. His relation- 
ship with his wife, especially improved and 
he found a complete return of his potency 
with her. At the same time, the desire to 
play with little girls receded and did not 
return. Further descriptions of the technique 
of psychotherapy have been published else- 
where(3, 4, 5). 

Three follow-up inquiries were made 1, 5 
and 6% years after the completion of treatment. 
On each occasion he reported himself as having 
maintained his improvement, with no recur- 
rence of his deviant sexual behavior. 


Case 2.—S. E. was a 22-year-old student 
who referred himself for the treatment of 
homosexuality. He was also anxious, depressed 
and performing poorly in his college work. 
He had begun homosexual experiences at the 
age of 14 and continued them for the next 8 
years. He also masturbated frequently. His 
relationships with girls had been meager and 
unsatisfactory, both emotionally and sexually. 
He had had sexual intercourse only 3 times 
with girls during the 8 years of his homosexual 
activity. At the time of coming for treatment, 
he had been seeing a good deal of a girl 
to whom he felt considerable attraction and 
was even vaguely contemplating marriage to 
her. He was held back first by the thought that 
he was using marriage as a possible cure for 
his homosexuality, and secondly, by the con- 
clusion he had reached that he was irreversibly 
homosexual and unfit for marriage. Therapy 
seemed a last possibility before resigning him- 
self to this fate. 

No information was elicited about S. E.’s 
early sexual experiences. His father had died 
when he was 12 and his mother had remarried 
2 years later. The patient’s stepfather proved 
a tyrant who tried to control the family, in- 
cluding the patient, by restrictions on money. 
He somehow gained control over a small un- 
distributed legacy the patient’s father had left 
him. Instead of having a regular allowance, 
the patient had to go to his stepfather each 
time he needed money. 

Only 10 interviews took place. The dis- 
cussion of S. E.’s homosexuality (after the 
history-taking) was confined to the therapist’s 
offering two remarks with regard to it. First, 
he said that he thought S. E. had perhaps been 
premature in assigning himself to the group 
of permanent homosexuals. Then he suggested 


that as the patient’s father had died when he 
was young and as his stepfather was such an 
unsympathetic person, perhaps S. E.’s homo- 
sexual activity was chiefly driven by a wish 
for friendly companionship with other men. 
These comments reduced the anxiety and 
shame he felt about his homosexual activities. 

The therapist tried to instigate more asser- 
tive behavior on the part of S. E. towards 
his parents, especially his stepfather ; this the 
patient soon developed. Against his step- 
father’s advice he persisted in purchasing a 
second-hand car he wanted. This was a turning 
point and other similar triumphs followed. 
S. E. soon became more ardent in the court- 
ship of his girl friend. After only 10 inter- 
views and just as the therapy seemed to be 
getting properly under way, S. E. announced 
that he now felt entirely well and capable 
of handling his affairs; that he planned to 
get married shortly, and saw no reason for fur- 
ther treatment. At this point, the therapist 
had understandable reservations about the 
future course of events in this patient’s life. 

Follow-up interviews took place at intervals 
of 8 months, a year and not quite 3 years after 
the termination of therapy. S. E. had married 
and was getting along very well with his wife. 
His sexual relations with her had been entirely 
satisfactory from his point of view, although 
not at first for her. About a year after the 
marriage his wife had given birth to a baby. 
The patient had continued to emancipate 
himself from his parents. He had forced his 
stepfather to process his father’s estate and 
also to put advances of money given to him 
on a sound basis as money borrowed against 
his legacy and not “hand-outs” at the pleasure 
of his stepfather. His work at college and his 
interest in it had improved markedly. 

For the first 2 years of his marriage he had 
heterosexual relationships with his wife ex- 
clusively. Early in the third year of the mar- 
riage his wife became ill for several months 
and during the abstinence this occasioned, 
he had 4 homosexual experiences. When his 
wife recovered they resumed intercourse 
which improved further and became enjoyable 
to her as well as to him. The patient reported 
far greater pleasure in his sexual relationships 
with his wife than he had experienced in his 
homosexual relationships. 


Case 3.—E. R., a 32-year-old Swedish hair- 
dresser, was first seen in April, 1954. Seven 
years previously he had become aware of a 
slowly progressive diminution in his general 
enjoyment of life. He emigrated to South Afri- 
ca early in 1952 and soon after began to suffer 
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a persistent feeling of tension combined with a 
varying amount of depression. Over the next 
2 years he was treated unsuccessfully by sever- 
al psychiatrists who gave him ECT, injections 
of vitamins and some psychotherapy. 

The patient was born in a small town in 
Sweden. His father was amiable, but passive. 
His mother was an ambitious and querulous 
woman who complained of her son’s stupidity, 
often screaming at him and beating him. She 
treated him like a girl, even forbidding him to 
play football. He grew afraid of her. 

At the time of puberty, E. R. found himself 
attracted to men, although at first more socially 
than sexually. As he became older, he experi- 
enced no sexual attraction for women and 
when they occasionally made advances towards 
him became extremely anxious and experienced 
no sexual arousal. In contrast, he found pleas- 
ure in a succession of attachments to men 
with whom he had sexual relations. But he 
thought homosexuality sinful and shameful. 
Failure to master his homosexual impulses 
led to mounting anxiety from which (and 
from familial stresses) he sought relief by 
emigrating when he was 30. 

The patient’s reactions in many common 
social situations were extremely fearful and 
submissive. If a customer made an unjust 
criticism of him he would let her get away 
with it and merely feel helpless and tearful. 

The 5 anamnestic interviews did not dis- 
cover any causal sexual trauma, did not elicit 
any emotions of marked intensity, and were 
not accompanied by any change in the patient’s 
condition. 

The interviews of the next 2 months were 
devoted to encouraging assertive behavior 
for overcoming his social fears. He soon be- 
came much more positive in all his behavior. 
By the end of June his symptoms had almost 
completely disappeared and he was nearly 
always at ease with his customers. In the 
meantime, he had formed a couple of homo- 
sexual attachments, each of which, although 
satisfying while it lasted, had petered out in 
less than a month. Late in November, 1954 
he reported complete freedom from symptoms. 

He was not seen again until June, 1955, and 
then told the following story. He had given 
up worrying about the sexual problem and had 
been doing just what he pleased. In Novem- 
ber, 1954, he had formed a pleasant homo- 
sexual association, but soon found himself 
unable to respond sexually. He broke off the 
relationship for a time, but when he resumed 
still could not respond sexually. He tried 
sexual relationships with several other men 
with repeated failure. He became antagonistic 


towards men and said, “If a man were to 
touch me, I would hit him.” 

About the middle of 1954 he had met a 
girl called Jean to whom he became attracted. 
He began to take her out and found her 
company pleasant. One night, after a party 
when they were both slightly drunk, he 
kissed her and found this pleasant. He then 
began to respond more and more to her sex- 
ually, and thought that he could have had 
coitus with her. Unfortunately, his inexperience 
led him to mishandle Jean and when he was 
seen in July, 1955 he reported that she had 
rejected him. He was consequently soon 
leaving for England on his own. There had 
been 21 interviews of therapy. 

In January, 1956 he wrote a letter from 
London. He said that after he had had dinner 
at a woman’s apartment, she suggested that 
he spend the night with her. Although strongly 
attracted, he felt very much afraid and ex- 
cusing himself, got up to go home. But when 
he opened the front door it was raining 
heavily. He decided to go to bed with her 
and risk the chagrin of failure. To his delight, 
however, his sexual performance was com- 
pletely successful. At the time of writing he 
had made love to this woman almost every 
night for a month, always with complete 
success, and with greater enjoyment than he 
had ever experienced with men. He was jubi- 
lant. He regarded this as his final vindication, 
feeling that he need now never again feel 
inferior to other men. Exclusively heterosexual 
behavior continued. In March, 1959 he wrote 
that he had married in January and his sex life 
had continued in every way satisfactory. 


Discussion 


We think the data adequately show that 
these patients had established patterns of 
sexually deviant behavior which were 
succeeded by normal patterns of hetero- 
sexual behavior which were not mere trans- 
ient changes since they remained estab- 
lished for the periods of our follow-up 
inquiries. How these changes came about 
requires an explanation. 


THE ROLE OF LEARNING IN DETERMINING 
ADULT SEXUAL BEHAVIOR 


The patterns of adult sexual behavior are 
learned expressions of the sexual drive. 
Experiences with persons resembling those 
who are later to become the objects of sex- 
ual impulses may importantly influence 
their expressions. In a boy, experiences 
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which are pleasurable with women (be- 
ginning with the mother) will tend to 
promote women as sexual stimuli. Social 
training and the assignment of social roles 
based on anatomical sexual differences con- 
tribute greatly to deciding the stimuli to 
which sexual responses will occur. But such 
social training is also a conditioning process, 
although a highly complex one, and not 
fundamentally different from the condition- 
ing which occurs in the more individual 
experiences of the growing child within 
his family. Formative experiences capable 
of influencing the selection of stimuli to 
sexual pleasure may, and usually do, oc- 
cur chiefly in childhood. However, they 
may occur later and we have insufficient 
grounds for thinking that childhood ex- 
periences are the only relevant ones or 
even always relevant in this connection(6). 

In some circumstances, the sexual re- 
sponse towards a particular person or 
kind of person may be diminished while 
some sexual desire remains and is stimu- 
lated by other persons. If a boy or man 
finds women frightening to him, the anxi- 
ety they arouse may inhibit whatever 
sexual response they would simultaneously 
stimulate. Other persons such as small 
children (Case No. 1) or other men (Cases 
No. 2 and 3) may still stimulate sexual 
responses. Such stimulation by persons of 
the same sex may become further aug- 
mented by the play of other motives, e.g. 
a wish for companionship or for power. 
Ovesey has described the operation of 
these motives in promoting homosexual 
behavior as “pseudo-homosexuality”(7, 8). 
Our case No. 2, and several of Hadfield’s 
cases(9), apparently sought men because 
these offered companionship and affection 
which they could not easily obtain else- 
where. However, such non-sexual attrac- 
tions, like the sexual ones which accompany 
them, are influenced by the conditioning 
experiences which make men stimuli of 
pleasure when women stimulate anxiety. 


THE PROCESSES OF CHANGE IN THE SEXUAL 
BEHAVIOR OF OUR CASES 


Most people discover for themselves that 
if you stand up to a bully he becomes a 
pygmy, whereas if you run from him he 
becomes a giant. This principle deserves 


better understanding and acceptance in 
psychopathology. An explanation of its 
effectiveness in terms of learning theory 
has been proposed elsewhere by one of 
us(4). Moreover, though generalization, 
an assertive response towards one person 
may reduce the capacity of other persons 
to stimulate anxiety. In the 3 cases re- 
ported here, the patients had anxiety 
stimulated by women, and this was ac- 
companied by diminished sexual responses 
to them. When the patients developed as- 
sertive responses toward other people, 
their susceptibility to the arousal of anxi- 
ety became lowered so that the sexual 
stimulation of women was no longer out- 
weighed by their stimulation of anxiety. 
Thus, the basic preference for women es- 
tablished early in life by social roles and 
other learning could now assert itself. 
The further experiencing of full sexual 
pleasure with women then reinforced the 
capacity of the women to stimulate sexual 
pleasure and the changed pattern of sexual 
expression was thus consolidated. 


SEXUAL DEVIATIONS THAT ARE DUE TO ANXI- 
ETY ORIGINATING IN SEXUAL EXPERIENCES 


We do not mean to imply that sexual ex- 
periences are never specific in the origin or 
removal of sexual inhibitions and devia- 
tions. The connections between anxiety 
and sexuality are specific in some cases, 
general in others, and perhaps of both 
kinds in still others. For example, if a 
mother arouses anxiety in a child during 
his sexual excitement (perhaps also stimu- 
lated by a women, as in one of Hadfield’s 
cases) sexual responses may be markedly 
inhibited while other responses remain 
uninfluenced. 

Supposing that specific connections have 
been established between sexual responses 
and the arousal of anxiety, what can be 
done to alter these? Herzberg(10) as- 
signed to homosexual patients series of 
graduated tasks designed simultaneously to 
reduce the anxiety aroused by women and 
increase the pleasure they evoked. Salter 
(11) has reported success in the treatment 
of homosexuality by the instigation of as- 
sertive behavior according to a theory and 
practice somewhat similar to our own. In 
the treatment of impotence with specific 
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connections between sexual responses and 
anxiety, one of us (J. W.)(4) has found 
successful the use of graded sexual re- 
sponses controlled by the patient so that 
anxiety is not aroused by failure. As we 
mentioned earlier, Hadfield found bene- 
ficial effects in the recall of events which 
had apparently originally established the 
connections between sexual responses and 
anxiety. This brings us to the mechanism of 
action of such recall. 


A CRITICISM OF CURRENT VIEWS ON THE 
THERAPEUTIC EFFECTS OF RECALLING PAST 
EXPERIENCES 


The recovery of repressed memories and 
the uncovering and interpretation of spe- 
cific sexual conflicts contributed nothing 
to the recoveries of our patients because 
these did not occur in the therapy or, so 
far as we know, outside it. This point 
deserves emphasis because Hadfield, on 
the basis of his observations in the treat- 
ment of homosexuality, has recently stated 
that his patients “were cured when, and 
only when, their propensities were traced 
back to infantile experiences”(9). Evident- 
ly, the recall of past painful events may 
contribute to recovery. A long line of cases 
extending from the early ones of Breuer 
and Freud(12) to those recently cited by 
Hadfield attest to this. 

Hadfield attributes the benefits of this 
recall to the “release of repressed emotion” 
and in this is, of course, a modern spokes- 
man for the traditional psychoanalytic 
theory of abreactions. However, it is doubt- 
ful (although not impossible) that emo- 
tions continue after what is called repres- 
sion in a state of activity pressing towards 
expression. The popular analogies of such 
emotions to steam in a bottle are more 
picturesque than explanatory. We do not 
question the fact that anxiety can con- 
tribute to amnesias, only that the anxiety 
(or other “repressed emotion”) is constant- 
ly welling up towards the surface of be- 
havior. Davis(13) has pointed out that 
memory images are perceptions just as 
are those caused by current people or 
objects, and we respond to the stimuli in 
memories just as we do to those in other 
perceptions. The recall of a scene once 
painful can then evoke anxiety not as an 


old de-repressed emotion, but in response 
to the stimulus for anxiety occurring in the 
immediate perception. Thus memory of the 
cruel mother may stimulate present anxiety 
rather than release old anxiety. This distinc- 
tion is worth making because it bears on 
the process by which stimuli lose their 
capacity to evoke anxiety, so-called desen- 
sitization. This occurs if and probably 
only if the stimuli for anxiety are evoked in 
association with other stimuli which evoke 
non-anxious responses(3, 4). 

Desensitization can occur by thinking 
alone under certain circumstances. Thus 
as a person ruminates some unpleasant 
event, he may bring into association with 
the memory images of the event, other 
thoughts which arouse other emotions that 
neutralize anxiety and so neutralize or 
antagonize the tendency of the event to 
stimulate anxiety. The process of desensi- 
tization through reassociation of a painful 
event proceeds better if the patient ver- 
balizes the event and its associations to 
another person, usually a therapist. De- 
sensitization to anxiety-producing stimuli 
may also occur in other ways than through 
the recall of past experiences. For example, 
it may be obtained by the systematic pre- 
sentation of graded present-day anxiety 
evoking stimuli to the deeply relaxed pa- 
tient(4). 

Once freed from the concept of “re- 
pressed emotion” we become able to accept 
the fact that a psychogenic symptom can 
be modified or abolished without another 
appearing in its place(14). From the fact 
that anxiety is experienced when past 
traumatic events are recalled, Freud as- 
sumed that repression was a defense against 
anxiety and that symptoms were par- 
tial expressions of the repressed emotions 
and at the same time also defenses against 
the original emotions. These views became 
generalized without correction in the con- 
ventional literature of psychoanalysis so 
that nearly every psychogenic symptom 
came to be considered a defense against 
anxiety. It followed from this that any 
attempt to modify symptoms directly was 
at best a superficial tinkering and at worst, 
fraught with the danger of detonating a 
more serious illness. Yet the literature of 
psychiatry contains numerous instances of 
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the treatment and most beneficial removal 
of symptoms with conditioning techniques 
without the occurrence of other symptoms 
or any other adverse effects(4, 15, 16, 17, 
18). Moreover, we have abundant evidence 
that many patients recover from psycho- 
neuroses without psychotherapy(19, 20) 
and presumably without de-repression. 
Some neurotic responses clearly have de- 
fensive value for the patient, e.g., social 
withdrawal to avoid persons who stimulate 
anxiety, and such responses cannot be 
stopped without arousing anxiety. But 
other symptoms are results or concomitants 
of anxiety. Most psychoneurotic symptoms 
are simply learned unadaptive responses 
and their unlearning usually includes a 
reduction in anxiety in that stimuli which 
formerly evoked anxiety no longer do so. 


SUMMARY 


1. Three cases of sexual deviation are 
reported in which a return to normal hetero- 
sexual behavior followed the development 
of assertive behavior on the part of the 
patients. Follow-up inquiries 3 to 6 years 
later showed that the patients had main- 
tained their improvements. 

2. In these patients the sexual devia- 
tions were determined by anxiety that did 
not have a sexual origin. The processes 
of their therapy are discussed, and also, 
more briefly, the therapy of those cases 
in which anxiety is specifically attached 
to sexual stimuli. 

3. The recoveries in these patients were 
not related to recall of repressed memories 
of traumatic events or the working out of 
specific sexual conflicts. The alteration of 
sexual behavior did not lead to the oc- 
currence of other symptoms or other un- 
desirable side effects. 

4. The processes whereby stimuli of 
anxiety lose their capacity to arouse anxi- 


ety are discussed and it is suggested that 
the concept of “repressed emotion” has 
hindered an understanding of the processes 
of recovery from psychoneuroses with and 
without psychotherapy. 
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The earlier demonstration in this labora- 
tory(lc, ld, 4) of an abnormality in the 
concentration of “total neuraminic acid” in 
cerebrospinal fluid (CSF) in schizophrenic 
patients led to the development of quantita- 
tive fractionation procedures(lb, le) for 
the separation and measurement of the 
macromolecular hexoses and hexosamines 
of CSF as well as of neuraminic acid (Frac- 
tion G). 

Table 1 shows the range and means of 
concentration of these substances in 236 in- 
dividual CSF samples. Both the absolute 
quantities and the molar ratios of these 
constituents have been shown to vary mark- 
edly from individual to individual( 1b). The 
relevance of these findings on central nerv- 
ous system constituents to functional states 
of the nervous system as well as to possible 
chemical bases of individuality is now being 
studied. 

Table 1 shows that the absolute concen- 
tration of macromolecular (bound) neur- 
aminic acid in schizophrenic patients as a 
group is lower when compared to non- 
schizophrenic mental hospital patients, and 
to general hospital adult controls. Values 
are also lower for bound hexosamine in un- 
treated schizophrenic patients. On the other 
hand, the concentration of bound hexose is 
approximately the same in schizophrenic 
patients as in controls and in patients with 
depressive disorders. Higher than usual 
values have been observed in both the 
bound hexose and hexosamine of patients 
with manic psychoses, and in bound hexo- 
samine alone in chronic brain syndromes. 

Repeated double-blind determinations 
over a period of months on individual pa- 
tients of these substances show that there 
is a definite tendency to constancy in both 


1 Director, The Neurochemical Research Laboratory, 
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their absolute quantities and in their molar 
ratios, but that with gross changes in func- 
tion there are concomitant changes in these 
carbohydrate constituents in macromolecu- 
lar binding. Thus, in the change from de- 
pression to the normal affective state and 
to elation, whether it occurs spontaneously, 
with an antidepressant drug, or with elec- 
troshock therapy, an increase has been ob- 
served in the absolute amount of macro- 
molecular hexose and hexosamine ranging 
from 46% to 510%. Similarly, in the reverse 
change, from the hypomanic to the de- 
pressed state, the opposite change in macro- 
molecular hexose and hexosamine has been 
observed, that is, a decrease in the absolute 
concentrations of these substances. With 
treatment, schizophrenic patients have 
shown up to 400% increase in the concentra- 
tior of bound hexosamine, but very much 
less change (usually an increase) in the 
concentration of bound hexose and neura- 
minic acid. (Table 1.) 

Recent evidence from this laboratory rel- 
ative to the concept of the “Barrier-Anti- 
body System”(1c, 1d) function of neura- 
minic acid in the nervous system includes : 
1. The demonstration of a serum precipitin 
to the neuraminic acid-containing brain 
ganglioside( 1a), which has been utilized to 
localize brain ganglioside in the nerve cell 
body by the fluorescent antibody technique 
(1g) ; 2. The activity of brain ganglioside 
as membrane receptor (for viruses ) (1f, 3) ; 
and 3. The effect of this substance on mem- 
brane-active systems (clam heart) (2). 

The possible biosynthetic relationship of 
hexosamine to the more complex struc- 
turally related derivative neuraminic acid, 
considered in relation to the evidence on 
their ‘maturation’ in CSF(1b, lc) and to 
the above findings on their macromolecular 
concentration in different psychiatric dis- 
orders leads to the formulation of the work- 
ing hypothesis that there is an enzymatic 
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TABLE 1 


CONCENTRATIONS OF MACROMOLECULAR (Bounp) Hexose, HEXxOSAMINE 
AND NEURAMINIC AciD IN CSF or AND GENERAL HosprraL 
PATIENTS 


Diagnosis Fraction G 


Hexose, ug/cc. CSF 
(as glucose) 


Range 


4.0-50.5) 
7.0-54.5) 


Neuraminic Acid 
g/cc. CSF 


Mean Range 
5.1 (2.3- 8.6) 
6.2 (2.7-10.1) 


Hexosamineé, ug/cc. CSF 
(as galactosamine) 


Mean Range 


8.3 (1.8-24.2) 
16.0 (3.2-44.6) 


Mean 
19.0 ( 
22.0 ( 


. Schizophrenia, untreated 

. Schizophrenia, treated 

. Other (than 4, 5 and 6) 
Mental Hospital 

. Chronic Brain Syndromes 

. Manic Psychoses 

. Depressive Psychoses 


26.8 
20.5 
72.2 
19.6 


( 5.5-81.2) 
(11.0-31.0) 
(51.6-88.0) 
(14.5-31.0) 


8.5 
23.1 
32.5 
13.6 


(1.6-15.0) | 7.8 
(5.1-60.0) | 8.3 
(9.0-57.0) | — 

(6.2-18.8) | 11.0 


(3.3-17.2) 
(4.4-11.9) 


(5.5-15.1) 


22.5 


. General Hospital 


( 7.0-55.0) 


13.5 


(8.3-17.8) | 10.6 (9.0-13.4) 


disturbance in the synthesis or maintenance 
of both macromolecular hexosamine and 
neuraminic acid in schizophrenia, and that 
the first may be reversed (indeed ‘over- 
compensated for’) with therapeutic means 
at present available, but that the second is 
at present refractory. 
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RESERPINE AS A THERAPEUTIC AGENT IN SCHIZOPHRENIA 


MANFRED BRAUN, M.D.}: 


Despite much progress in the treatment 
of mental patients in recent years there still 
remain many patients who are unresponsive 
to various treatments. 

Remembering Barnes and Kline’s(1) 
earlier work on the subject and Braun’s 
experience(2), we have used reserpine over 
a 2-year period at the Bronx VA Hospital 
for just such treatment resistant patients. 
Twenty eight male patients, aged 22 to 
54, were selected for the study. All were 
schizophrenics with pronounced symptoms 


1 The following residents in Psychiatry at the Bronx 
VAH participated in this study: Bertram Barall, 
M.D. ; Herbert Bengelsdorf, M.D. ; Adolph Gold- 
man, M.D.; and Harvey Ross, M.D. 

2 From the Psychiatry and Neurology service, VA 
Hospital, Bronx 68, N. Y. 


of mania, excitement, negativism or period- 
ic stupors. All were new admissions to the 
hospital but with a long history of mental 
illness. The patients served as their own 
controls. All had been previously treated 
with various phenothiazine drugs and 9 
also had received ECT, insulin coma thera- 
py or both combined. None of the patients 
had responded to therapy. 

The patients were given 3 mg. of reserp- 
ine orally once daily and 5 mg. of reserpine 
intramuscularly once daily for 10 days, 
then slowly increasing up to 10 mg. daily 
intramuscularly for 20 more days if their 
response to the drug was not too favorable. 
If the response was favorable, the 5 mg. 
intramuscular dose was maintained for 20 
to 30 days, then gradually decreased to a 
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maintenance level of 4 to 2 mg. orally once 
a day. 

The usual precautionary measures were 
taken : temperature, pulse rate and blood 
pressure were done twice daily during the 
first week, and WBC was done biweekly. 
All patients received supportive psycho- 
therapy and occupational therapy when- 
ever their conditions permitted. 

Sixteen patients (57%) improved very 
much so that they could be either dis- 
charged or sent to an open ward. Five pa- 
tients (18%) became much more manage- 
able but could not be discharged. Seven 
patients (25%) remained unimproved or 
became worse and had to be transferred 
to a chronic hospital. 

All patients were evaluated clinically by 
psychiatrists and nurses. 

There were the usual side effects in the 
majority of patients : nasal stuffiness ; dry- 
ness of mouth ; increase of appetite ; som- 
nolence ; and about 25% of the patients 
developed marked Parkinsonian tremors 
with rigidity, characteristic gait and sali- 
vation. The medication was not given to 
any patient with a history of peptic ulcer 
or bronchial asthma, the usual contraindi- 


cations for reserpine therapy. Side effects 
were easily controlled with the usual medi- 
cations e.g. trihexyphenidyl (Artane) or 
benztropine methanesulfonate (Cogentin). 
In no case was it necessary to discontinue 
treatment permanently with reserpine be- 
cause of side effects. 


SUMMARY 


The rapid and dramatic response of 
schizophrenic patients to treatment with 
the phenothiazines has resulted in a tend- 
ency to discard reserpine as a chemothera- 
peutic agent in this illness. Our experience 
suggests that there is a place in the thera- 
peutic armamentarium against schizophre- 
nia for reserpine, particularly in those cases 
displaying catatonic excitement or stupor 
with agitation and in those with manic 
features, especially when these patients 
fail to respond to the phenothiazines, ECT 
or insulin coma therapy. 
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TRIALS WITH SEVERAL NEW DRUGS 


MICHAEL J. KEITH, M.D.' 


This is a brief note upon the use of the 
“newer” anti-depressant drugs in a pri- 
vate psychiatric practice over the past six 
months. The drugs used have been the 
MAO inhibitors and imprimane. The doses 
used varied from 3 to 24 mgs. a day of 
Catron, 50 to 300 mgs. a day of Niamid, 
15 to 75 mgs. a day of Nardil and 50 to 300 
mgs. a day of Tofranil. 

These drugs were tried as an initial treat- 
ment measure in approximately 50 patients. 
They were in the usual clinical groups of 
depressions ranging from psychoneurotic 
depression, manic-depressive reactions in 
depressed phases, schizophrenic reactions 
with depression, and involutional psychotic 
reactions of an agitated depressive type. 

The results have been in the main ex- 
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tremely disappointing. There appeared to 
be little significant action beyond placebo 
effect, the majority of the patients have ex- 
perienced no relief of their depressive 
symptoms though gratifyingly there have 
been extremely few side effects of a trouble- 
some nature. 

About 4 or 5 patients have shown a good 
“response.” Three of these have been on 
Tofranil (a manic-depressive depressed 
entering a new depressive cycle, an involu- 
tional depressive who had relapsed after 
electro-convulsive treatments in the past 
but who retained her remission on Tofranil, 
and a neurotic depressive who had not 
responded to psychotherapy ). One patient 
who has shown a moderate response to 
Catron, is suffering from a schizophrenic 
character disorder with chronic depression ; 
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she has experienced some relief of symp- 
toms on Catron 6 mgs. a day. 

In a private psychiatric practice dealing 
with a wide range of problems in a group 
of patients who might be considered to be 


more responsive to treatment than institu- 
tionalized patients, the results are disap- 
pointing and certainly not consistent with 
the claims made by the advertisers or in 
reports in the literature. 


TOXIC AND OTHER SIDE EFFECTS OF NARDIL 
PHENELZINE SULPHATE W-1544A 


UJAMLAL C. KOTHARI, M.D.' 


Contrary to the experiences of previous 
workers, we have come across cases where 
liver function test became abnormal after 
the use of this drug and one patient devel- 
oped a marked drug rash soon after the 
first dose of Nardil.? 

Toxic effects on liver: This study con- 
sists of 13 patients, on whom C.B.C., C.C.F. 
(cholesterol cephaline floculation), B.U.N., 
and urinalysis were done and were found 
normal prior to putting them on 15 mg. of 
Nardil tid. Seven of them developed 
C.C.F. 1+ to 4+ during the treatment. 
For simplicity and better understanding 
they are divided into 3 groups. 

Group A consists of 2 patients who de- 
veloped C.C.F. 2+ to 3+ after one week’s 
treatment. In one when the medication 
was continued, C.C.F. became increasingly 
positive. When the drug was discontinued, 
C.C.F. returned to normal. When the drug 
was discontinued with the other patient, 
C.C.F. became normal immediately. Same 
patient was again put on smaller doses 
increasing gradually to 15 mg. t.i.d. without 
further sign of liver damage. 

Group B consists of one patient who not 
only developed C.C.F. 3+- after one week's 
treatment but also developed C.C.F. 2+ to 
3+ after few weeks’ treatment as a cum- 
ulative toxic effect like group C. C.C.F. 
in this case returned to normal on reducing 
the drug. 

Group C includes 4 patients who did not 
show any immediate hepatotoxic effect but 
did develop C.C.F. 1+ to 2+ after few 
weeks’ treatment. In two of them, the next 
C.C.F. report was normal despite con- 


1 Danville State Hospital, Danville, Pa. 
2 Warner-Chilcott Laboratories. Phenelzine Nardil 
(W-1544A). For investigation use only. 


tinuation of the drug; but one showed 
more positive C.C.F. 

None of them developed any clinical sign 
or symptom of liver disorder. 

Drug rash: Unlike the reports by pre- 
vious workers, one of our patients devel- 
oped a marked, red macular rash with 
mild itching all over the body, which did 
not respond to usual anti-histamine treat- 
ment but gradually disappeared on dis- 
continuation of the drug. Same patient was 
placed on smaller doses which were gradu- 
ally increased to 15 mg. t.i.d. without fur- 
ther reaction. 

Other side effects: Two of our patients, 
having a history of fluctuating blood pres- 
sure, developed hypotensive reaction with 
fainting and dizziness. This effect, being 
mild, was prevented by reducing the medi- 
cation. 

Insomnia and restlessness were the com- 
plaints of 3 patients and were treated with 
mild sedative and Meprobamate respec- 
tively. 

Nausea, vomiting and headache etc. were 
not noticed in our patients. 


SUMMARY 


This article being mainly about the side 
effects of phenelzine sulphate, its value as 
an anti-depressant agent is not discussed. 

Risk of hepatotoxic effects of this drug 
is worth keeping in mind as 7 out of 13 
cases showed some abnormality of liver 
function test. Phenelzine sulphate may pro- 
duce drug rash as many other drugs do. 
Patients, having low or fluctuating blood 
pressure may develop hypotensive reac- 
tion while on this drug and should be under 
close supervision. Sometimes it produces 
side effects like insomnia and restlessness 
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which can be relieved by sedative and 
Meprobamate. 

No toxic effects on kidneys or blood were 
observed in our study. 

All the above effects are mild and rever- 
sible and may be treated by reducing or 


discontinuing the medication and with ad- 
juvant therapy. 


BIBLIOGRAPHY 
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CLINICAL FINDINGS AND PSYCHOPHYSIOLOGICAL TESTS OF 
THE EFFECTS OF A NEW PSYCHOPHARMACOLOGIC AGENT : 
DORNWAL ' 


CARNEY LANDIS, Pu.D.,? JOHN R. WHITTIER, M.D.,* 
DONALD DILLON, Pux.D.,? ann RUTH LINK, M.A.” 


In earlier investigations(1, 2, 3, 4), 
changes in psychophysiological perform- 
ances were found which could be at- 
tributed to “active” psychiatric treatment 
methods such as psychosurgery, electro- 
convulsive therapy, insulin coma therapy, 
and certain of the ataractic drugs. The 
changes were shown by the tests of flicker- 
fusion thresholds, speed of choice reaction, 
speed of tapping, the Purdue Pegboard 
dexterity, and both Test Age and Quali- 
tative scores on the Porteus Maze. Patients 
treated only with psychotherapy gave no 
systematic test score changes or losses. 

A new drug, Dornwal (aminophenylpyri- 
done), which seemed to influence behavior 
without the disadvantages of sedation, was 
made available to us through the courtesy 
of Dr. John V. Scudi who suggested that we 
test its therapeutic properties with a probe 
group of hospitalized psychiatric patients. 

Eleven recently admitted patients (6 
schizophrenics, 3 chronic alcoholics, 2 anxi- 
ety hysterics ) at the Creedmoor State Hos- 
pital were treated with either 200 mg., 
t.i.d. or 400 mg,, t.i.d. Dornwal, each over 
a 2-week period. At the end of the period, 
the ward physicians and examining psy- 


1 This investigation was facilitated by NIH grant 
M-872 and by assistance received from the Wallace 
and Tiernan Co. The latter furnished the drugs and 
placebos utilized. The investigation was done at the 
Creedmoor State Hospital. We are most grateful to 
Harry A. LaBurt, M.D., Senior Director, and his 
staff for their cooperation and assistance. 

2New York State Psychiatric Institute, 722 West 
168th Street, New York City 32. 

3 Creedmoor Institute for Psychobiologic Studies, 
Queens Village 27, New York. 


chologists rated the patients as to outcome 
as follows : 5 were much improved or re- 
covered ; 4 were improved, and 2 were 
unimproved. 

The typical comment on the part of the 
patients after having ingested Dornwal was, 
“I feel calmer and more relaxed.” Ten of 
the 11 patients made remarks to this effect, 
and their statements and behavior agreed 
for 9 of these 10 patients. Of the 2 unim- 
proved patients, one said he felt no better 
nor did he behave in a calmer fashion, 
and one said he felt calmer but did not 
behave accordingly. 

Two of the 11 were at first negativistic, 
but following treatment, negativism was 
reduced. Manifest hallucinatory and delu- 
sional activity was stopped in 2 patients 
during Dornwal treatment. The behavior 
and complaints of 4 others indicated re- 
duced anxiety and tension at the end of the 
drug therapy and for at least one week 
thereafter. In one patient very evident fin- 
ger tremors ceased. There was less evident 
depression with 4 patients. One patient 
stated that, “the pills slow me down.” Only 
one patient showed any noticeable tenden- 
cy to be drowsy or sleepy. 

A relationship between dosage and clini- 
cal outcome was manifested. Of the 5 pa- 
tients receiving Dornwal, 200 mg., t.i.d., 
only one was rated as much improved. Four 
of the 6 patients, who received 400 mg., 
t.id., were rated as much improved. 

Dornwal did not depress any of the per- 
formances in our battery of psychophysio- 
logical tests. Very probably it had a slight 
facilitating effect upon most of the test 
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measures but this facilitation was somewhat 
confounded by practice effects. 

In terms of grouped data, no statistically 
significant differences between any test per- 
formances before, during, or after drug 
treatment were found. However, the analy- 
sis of the data for individual patients 
showed that Dornwal did not act to inter- 
fere with the scores on the test perform- 
ances in flicker-fusion, choice reaction 
time, Tapping, Purdue RLB dexterity or 
Porteus Maze tests. In fact, particularly at 
the 400 mg., tid. dose level, Dornwal 
acted as a mild stimulant. 


During the two weeks that Dornwal was 
given, urinalysis and CBC determinations 
were secured at regular intervals from each 
patient. At no time did these measures ex- 
ceed the normal range of variation. 
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THE EFFECT OF DEANOL ON THE ACTIVITY OF 
CHRONIC SCHIZOPHRENIC PATIENTS 


STANLEY L. PORTNOW, M.D., MARK B. ARDIS, M.D., 
anD JOHN E. LUBACH, 


This study was undertaken to evaluate 
the effect of the addition of the energizer, 
deanol?, to the chemotherapeutic regime 
of chronic schizophrenic patients. It is 


assumed that deanol acts as a central 
nervous system energizer by crossing the 
blood-brain barrier and being converted 
intracellularly into acetylcholine(1, 2). This 
energizing effect might be expected to be 
beneficial to patients who, although en- 
gaged in active chemotherapeutic and 
milieu treatment programs, have stabilized 
at relatively low levels of adjustment char- 
acterized by apathy, disinterest, and ap- 
parent lack of energy. For this investigation, 
it was hypothesized that any increase in 
alertness, readiness to relate to others, or 
interest in environment resulting from the 
addition of deanol to their chemothera- 
peutic program should manifest itself in an 
improvement in their functioning in an 
activity such as occupational therapy (OT). 

For this 3-month double blind study, 


1 VA Hospital, Topeka, Kansas. 

2Deanol (2-dimethylaminoethanol) was supplied 
as Deaner®, the para-acetamidobenzoic acid salt of 
deanol, by Riker Laboratories, Inc., Northridge, Cali- 
fornia. 

The authors wish to acknowledge the kind assistance 
of John W. Chotlos, Ph.D., Charles G. Hermann, 
M.D., Alversa B. Milan, O.T.R., Raymond E. Reinert, 
M.D., and Ora I. Rhudy of the VA Hospital, Topeka, 
Kansas. 


subjects were 20 male chronic schizophrenic 
patients ranging in age from 21 to 64, who 
had been hospitalized continuously for at 
least one year. They attended OT in two 
sections of 10 patients each, the assignment 
determined by a random selection pro- 
cedure. These sections were then each 
divided into experimental and control 
groups of 5 subjects equated on the basis 
of evaluations at the end of a 2 week ob- 
servation period. The 10 patients in the 
experimental groups were started on deanol 
in doses of 200 mg. daily for 6 weeks. The 
10 control subjects received placebo. At 
the end of 6 weeks the dosage was raised or 
lowered by the ward physician according to 
clinical indications, some patients receiving 
as much as 300 mg. daily. Current medica- 
tions including tranquilizers were continued 
and adjusted as indicated. However, no 
patient received another energizer or central 
nervous system stimulant. 

During the entire investigation, bi-weekly 
evaluations of performance were made by 
the two occupational therapists who worked 
with both sections of patients. Evaluations 
were made by means of the MACC Be- 
havioral Adjustment Scale(3) and direct 
ratings of sociability, activity involvement, 
and appropriateness of behavior. Ratings 
on the same scales were made by the two 
ward physicians to evaluate ward behavior 
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at the beginning and at the end of the 3 
months, 


DiscussIoNn AND SUMMARY 


For both the OT and ward evaluations, 
the scores used were the combination of the 
ratings by the pairs of raters. In the OT 
setting both drug and placebo groups 
showed a consistent trend toward improve- 
ment as might be expected from adaptation 
to the experimental situation. This trend 
was statistically significant on 3 of the 4 
measures used. However, the major hy- 
pothesis was not supported in that there 
were no discernible differences between 
drug and control groups in amount of 
change. This suggests that the addition of 
deanol had no appreciable effect in making 
the subjects more ready to respond in this 
treatment situation. 

The ratings of ward behavior revealed no 
recognizable changes for either the experi- 
mental or control groups. As a further in- 
dication that deanol was ineffective in pro- 
ducing the type of improvement antici- 
pated, the occupational therapists, ward 


physicians, and other ward personnel in- 
volved were unable to guess better than 
chance at the end of the experiment which 
patients had been receiving the drug and 
which placebo. 

Laboratory investigation during the test 
period included weekly determinations of 
SGP-transaminase, urine ictotest, hemo- 
globin, white blood count and differential 
and gamma globulin turbidity, with a 
monthly serum alkaline phosphatase deter- 
mination. The only side effect of the drug 
noted was a transient leucocytosis in one 
patient. 

These results are regarded as casting 
doubts on the therapeutic value of deanol 
for chronic schizophrenic patients. 
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CLINICAL USES OF SCTZ—A PRELIMINARY REPORT’ 


Lr. Cot. KIRPAL SINGH, M.B., B.S. ; D.P.M. * 


SCTZ, which is a chlor-derivative of the 
thiazole portion of the thiamine (vit. B1) 
molecule (a 5 B chloroethyo-4- methy]-thi- 
azole salt) has been favourably reported 
upon by some French workers(Laborit et 
al. 1957), in the treatment of psychiatric 
conditions characterised by agitation, rest- 
lessness and over-activity. Intravenous ad- 
ministration was found to produce sleep 
closely resembling normal sleep which was 
believed to be due to an inhibition of the 
cerebral cortex with no action on the retic- 
ular formation or the autonomic nervous 
system ; its mode of action thus differing 
from some other tranquilizing agents. No 
serious toxic symptoms were encountered 
in the clinical trials in France. 


1A detailed report is being published in the 
Indian Journal of Psychiatry, Oct. 1959. 

2 Senior Specialist in Psychiatry, Military Hospital, 
Poona, India. 


The drug has been used in a small series 
of 11 cases during the last 6 months at 
Poona. Five were suffering from psychotic 
(hypomanic 2, schizophrenic 3) and 6 from 
psychoneurotic reactions. All the psychotic 
and most of the psychoneurotic cases were 
agitated and restless. In 3 psychoneurotic 
cases the drug was used for narcoanalysis 
in the place of the usual barbiturate prep- 
arations like amylobarbitone (amytal sodi- 
um) or thiopentone (pentothal ). 


METHOD 


The drug was administered intravenously 
(100 to 160 c.c.) in 3 to 6 minutes in all 
but 2 psychoneurotic cases who received 
the oral tablets only. In those who received 
intravenous injections the continuation 
treatment was in the form of tablets. In two 
female psychotic patients who were most 
uncooperative, it was decided to give ECT 
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and follow it by SCTZ intravenously. 

In the beginning a 100 c.c. syringe was 
used for administering the drug but as it 
was too difficult to handle, it was soon re- 
placed by a 20 c.c. syringe with a two 
way connection. 


The intravenous injections of the drug 
were followed rapidly by sleep which was, 
however, of very short duration (a few 
minutes to half an hour) in most cases, 
thus necessitating repeated injections. 
There was a symptomatic relief in 6 out 
of 8 cases of agitation, restlessness and 
overactivity and one case of hypomania 
became completely asymptomatic within 10 
days and continues so 6 months after the 
treatment. The drug had no effect in one 
case of schizophrenic (catatonic) excite- 
ment and another case of anxiety neurosis. 

A chronic psychoneurotic who had used 
several other preparations previously gave 
a favourable report in respect of SCTZ tab- 
lets and said that the sleep promoting ef- 
fect was very rapid and appeared within 
5 to 7 minutes. 

A combination of ECT and SCTZ used in 
two cases of this series did not produce 
any undesirable effect, nor did a simultane- 
ous use of this drug and chlorpromazine 
lead to any untoward effect. 

SCTZ was found to be adequate for the 
purpose of narcoanalysis and promoted the 
establishment of rapport in all 3 cases 
where it was used for this purpose; 60 
c.c. of the solution intravenously was found 
sufficient in these cases. The patient was 
able to answer questions but a release of 
emotions reported by some French workers 
using the drug, and which also frequently 


occurs with preparations like sodium amy- 
tal and pentothal, did not take place in any 
of the cases nor was there any euphoria 
and tendency to overtalkativeness, which 
not uncommonly follows, and results in a 
disturbed sleep, when a combination of a 
barbiturate with a cerebral stimulant like 
methedrine, is used for narcoanalysis. The 
use of SCTZ for narcoanalysis has not been 
mentioned in previous literature. 

Phlebitis occurred in 5 cases, probably 
due to the low pH of the solution. 


CONCLUSION 


Owing to the small number of cases 
treated so far, no firm conclusions can be 
drawn. The drug when administered intra- 
venously produces sleep very rapidly which 
lasts for a few minutes only, thus necessi- 
tating frequent injections or recourse to an 
intravenous drip. The quantity required 
at one time varies from 100 to 160 c.c. In 
uncooperative cases when it is difficult to 
administer the drug, it can be injected after 
giving an ECT. Phlebitis appears to be a 
common complication and was met with 
in 5 cases. Further controlled trials are in- 
dicated. 
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COMMENT 


A CHILD DIES 


She was only six years old. Still she had 
a right to live. It was an emergency case— 
the all too common tragedy of the streets. 
This time it was a depressed compound 
fracture of the skull of a little child. Her 
condition was critical. She might not live 
anyway. But then again she might, if she 
could have everything that medical science 
could offer—immediate operation, and then, 
as indicated routine, a blood transfusion. 
The surgeons were there, trying to do their 
duty—to save a life. 

But the child, being a minor, could not 
authorize the blood transfusion. Were there 
not older and presumably wiser persons 
who could speak for her, and satisfy that 
formality ? Her parents were there, but 
they exercised their ownership rights and 
withheld consent to the transfusion. The 
child died. 

Why did the parents refuse a measure 
that might have saved her life ? They were 
Jehovah’s Witnesses and their authority was 
some lines in Leviticus and Deuteronomy 
forbidding the children of Israel to “eat 
blood.” 

This all happened in New Jersey and is 
reported in the AMA News, Dec. 14, 1959. 

Hospital officials plead in vain with the 
parents to permit the transfusion. By legal 
process they were brought before a judge 
whose efforts were likewise fruitless. There 
is an amendment to a New Jersey Statute 


which upholds the right of a parent to take 
the stand these parents took if it is based on 
a “religious belief.” 

This raises the question, as to the nature 
and quality of the religious belief involved. 
Is it evidence of a sound and disposing 
mind ? Does it indicate proper parental 
care for the welfare of the child, even for 
the life of the child ? In a word, are these 
parents suitable persons to have custody 
of the child ? It is common knowledge that 
children are routinely removed from the 
custody of their parents on evidence that 
they are not receiving the proper care and 
protection. 

In the present case this little girl could 
have been made a ward of the court and 
given the necessary treatment regardless 
of the parents’ veto ; that is, if under New 
Jersey law such procedure is recognized. 
In any case there was not time; the child 
was dead before the required legal steps 
could be taken. 

The representative of the AMA News 
asked the attorney for the hospital what 
could be done to prevent recurrence of a 
similar situation. The lawyer replied: “I 
guess we need an amendment to the amend- 
ment.” 

The object lesson of this case in New 
Jersey should be taken note of throughout 
the land. 


Bay 
‘ 
~ 
: 
i 
: 
4 
° 
i 
' 


CORRESPONDENCE 


CORRESPONDENCE 


Editor, AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sm: With reference to the clinical note 
entitled “A Modification of the Forrest Test 
for Phenothiazines” by Mr. Jack J. Heyman, 
Drs. M. Almudevar and Sidney Merlis in 
the September 1959 issue of The American 
Journal of Psychiatry, we studied the appli- 
cability of 2% FeCl, stained filter paper of 
different grades and textures. We found 
that Whatman 3MM filter paper gave dis- 
crete and stable colored spots with this 
modified procedure. It compared favorably 
in sensitivity and stability of developed 
phenothiazine color with a sulfonic acid 
cation exchange paper (Amberlite XE-69 
supplied through the courtesy of Rohm & 


Hass Company ). Furthermore, the original- 
ly pure white Whatman 3MM paper pro- 
vides a more brilliant yellow background 
(after impregnation with 2% FeCl; solu- 
tion) and better contrast for the violet or 
purple color produced from phenothiazine 
metabolites than the off-white sulfonic acid 
resin paper. We feel that the advantage 
in simplicity of this modification can be 
further increased by the use of Whatman 
3MM filter paper. 


T. H. Lin, Ph.D., 
Luther W. Reynolds, B.S., 
Research and Development Div., 
Smith Kline & French Laboratories, 
Philadelphia, Pa. 


REPLY TO THE FOREGOING 


Editor, AMERICAN JOURNAL OF PsyCHI- 
ATRY : 

Sm: Thank you for your courtesy in 
sending me the enclosed letter from Dr. 
T. H. Lin. 

As a matter of fact, we had tried lighter 
grades of filter paper with very poor re- 
sults. Dr. Lin’s observation on the heavy 
weight Whatman 3MM paper has been 
confirmed by us. This paper is certainly 
superior to the SA-2 ion exchange resin 


impregnated paper and comparable to the 
SA-1 paper which is much lighter in color 
that the SA-2. 

We have been working with another 
modification, using Dr. Forrest’s mercuric 
nitrate reagent. We feel that this is even 
superior to the FeCl; impregnated paper 
because we can now detect the low-dose 
drugs such as Stelazine, Trilafon, etc. 


Jack J. Heyman. 


- 
ise 
F 
7 
752 


NEWS AND NOTES 


Symposium On LSD-25 ScHeputep.—The 
first invitational conference of Napa State 
Hospital, Imola, California, a symposium on 
Lysergic Acid Diethylamide (LSD-25), will 
be held on Saturday, January 16, 1960, 
sponsored jointly by the hospital and San- 
doz Pharmaceuticals. Basic science aspects 
of this hallucinogenic drug will be dis- 
cussed during the morning ; the clinical and 
therapeutic status during the afternoon. 

Sidney Cohen, M.D., Chairman, Research 
Committee, Veterans Administration Cen- 
ter, Neuropsychiatric Hospital, Los Angeles, 
will be the guest lecturer. Other partici- 
pants will include faculty members from 
Stanford and the University of California 
medical school, Langley Porter Neuropsy- 
chiatric Institute, and practicing psychia- 
trists and psychologists. 


Nevuro.ocy Reswency Bronx V. A. Hos- 
PITAL.—The Bronx Veterans Administration 
Hospital in affiliation with Columbia Uni- 
versity announces an approved 3 year resi- 
dency program in neurology. In addition 
to work at the V. A. Hospital, residents 
spend 6 months full time at Montefiore 
Hospital, 4 months full time in the depart- 
ment of neuropathology at the Columbia- 
Presbyterian Medical Center, and over a 
period of 14 months attend various neuro- 
logic outpatient clinics of the New York 
Neurological Institute. Lectures in the basic 
sciences are given at Columbia University. 
The training program is under the immedi- 
ate supervision of Dr. Carl B. Booth in col- 
laboration with Dr. Daniel Sciarra, Dr. 
Abner Wolf, and Dr. Tiffany Lawyer, Jr. 

Any interested candidates may obtain in- 
formation about this program by writing 
directly to Carl B. Booth, M.D., Chief, 
Neurological Section, V. A. Hospital, 130 
West Kingsbridge Road, Bronx 68, N. Y. 


MaAssAcCHuUSETTS MENTAL HEALTH CENTER 
TRAINING ProcraM.—To help fill the need 
for research scientists in the mental health 
field, the National Institute of Mental 
Health has awarded a grant of $400,000 to 


Harvard Medical School and Massachusetts 
Mental Health Center for the training of 
selected psychiatric residents after their 
third year of training or Ph.D.s interested 
in mental health research careers. The can- 
didate may be attached to one of 8 labora- 
tories, including clinical psychiatry, social 
science, psychology, psychophysiology, psy- 
chopharmacology, neurochemistry and neu- 
rophysiology, for his major “arbeit.” In ad- 
dition there will be interdisciplinary sem- 
inars involving the designated laboratories 
from the Harvard Quadrangle and from the 
Massachusetts Mental Health Center Re- 
search Department. Special formal and in- 
formal instruction also will be arranged to 
suit the candidates’ needs. 

The program is under the direction of Dr. 
Milton Greenblatt (Assistant Superintend- 
ent and Director of Research at the Cen- 
ter), and Dr. Jack R. Ewalt (Superintend- 
ent and Professor of Psychiatry ). 


Latiy AMERICAN Society oF EEG anp 
CurmicaL of 
the expanding interests in the branch of 
electroencephalography and clinical neu- 
rology, the South American EEG Society 
has incorporated as one of its members the 
Mexican Society of EEG. This incorporation 
has brought a change in the name of the 
EEG Society which henceforth will be 
known as the Latin American Society of 
EEG and Clinical Neurophysiology. 

Its Officers are : Dr. Carlos Villavicencio, 
of Santiago, Chile, President ; Dr. Paulo Vaz 
de Arruda, of Sao Paulo, Brazil, President- 
elect. 

Dr. Abraham Mosovich, of Buenos Aires, 
Argentina has been elected Honorary Secre- 
tary of the newly expanded society. 


Dr. Bropy Heaps Psycuiatry, UNiver- 
sITy OF MARYLAND SCHOOL OF MEDICINE.— 
Dr. Eugene B. Brody has been appointed 
Chairman of the Department of Psychiatry 
and Director of The Psychiatric Institute of 
the University of Maryland School of Medi- 
cine. He succeeds the late Dr. Jacob E. 
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Finesinger. Dr. Brody came to Maryland 
from Yale in 1957 as professor of psychiatry 
and has been Psychiatrist-in-Chief of the 
University of Maryland Hospital and The 
Psychiatric Institute since 1958. 


AMERICAN PsYCHOPATHOLOGICAL AssOCIA- 
TION, Inc.—The Association will hold a 
symposium on the “Psychopathology of 
Aging” at its 50th annual meeting at the 
Park Sheraton Hotel, New York City on 
Friday and Saturday, February 19 and 20, 
1960. This symposium will be published in 
the course of the year. 


Guwerosts To Menta, Heatu.—A re- 
vised edition of Guideposts to Mental 
Health is now available from the New York 
State Department of Mental Hygiene. Most 
popular of the department’s many publica- 
tions, the seven-pamphlet series has re- 
quired 8 printings to distribute more than 
2% million copies since its debut in 1949. 
The text was written by Margaret M. Far- 
rar, director of mental health education and 
information. 

Single copies or complete sets of the 
series, titled Life Begins, Schoo] Days, Teen 
Time, Your Marriage, Your Job, The Middle 
Years, and The Golden Age, may be ob- 
tained by anyone without charge from the 
Office of Mental Health Education and 
Information, Department of Mental Hy- 
giene, 240 State Street, Albany, N. Y. 


AMERICAN PsycHosomaric Society.—The 
17th annual meeting of the society will be 
held at the Sheraton-Mt. Royal Hotel, Mon- 
treal, Saturday and Sunday, March 26 and 
27, 1960. 

At the Sunday morning session there will 
be a panel discussion on contributions of 
behavioral scientists to psychosomatic medi- 
cine by speakers representing anthropology, 
medicine, psychiatry and sociology. 

Registration fee for non-members is $5.00, 
students, interns, residents and fellows 
$1.00. 

Lonpon CONFERENCE ON THE SCIENTIFIC 
Strupy oF Mentat Dericrency.—The Lon- 
don conference on the scientific study of 


mental deficiency will be held July 24-29, 
1960, at the British Medical Association’s 
Headquarters, Tavistock Square, London, 
W.C.1. 

A wide range of subjects will be covered 
providing information on the latest scientific 
developments in the field of mental de- 
ficiency with opportunities for discussion. 
Invitations to give papers have already been 
provisionally accepted by outstanding work- 
ers from Great Britain, Belgium, Denmark, 
France, Germany, Holland, Sweden and 
the United States. 

Membership of the conference is open to 
professional workers in all branches of the 
mental deficiency field ; medical, psycho- 
logical, educational, social and adminis- 
trative. 

Further information may be obtained 
from the president of the International Con- 
ference Committee of the American Asso- 
ciation on Mental Deficiency, Mr. Harvey 
A. Stevens, 301 Troy Drive, Madison 4, 
Wisce., or from Arthur W. Pense, M.D., 
New York State Department of Mental 
Hygiene, 240 State Street, Albany, N. Y. 


TwetrrH ANNUAL INSTITUTE IN PsycutA- 
TRY AND Neuro.ocy, Nortu Lirt.e Rock, 
Arx.—This annual institute will be held 
February 25 and 26, 1960, at the North 
Little Rock Division of the Consolidated 
Veterans Administration Hospital. 


In addition to psychiatric sessions, there 
will be conferences in clinical psychology, 
psychiatric social work, psychiatric nursing 
and dietetics. There will be various social 
activities including a dinner the evening of 
February 25 when Dr. Mathew Ross will be 
guest speaker. 


Tue Horsemer Prize.—This prize of 
$1,500 is awarded annually by The Ameri- 
can Psychiatric Association for an out- 
standing research contribution in the field 
of psychiatry or mental hygiene which has 
been published during the previous 3-year 
period. Studies in press or in preparation 
are not eligible. 

This competition is open to citizens of 
the United States and Canada, not over 40 
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years of age at the time the study was sub- 
mitted for publication; or to a research 
group whose median age does not exceed 
40 years. The next award will be made at 
the annual meeting of the Association in 
May 1960. Entries submitted to the Prize 
Board before March 1, 1960, will be con- 
sidered. It is imperative that 8 reprints or 
duplicated copies of each entry as well as 
the necessary data concerning age and 
citizenship be sent to David A. Hamburg, 
M.D., Chairman, Hofheimer Prize Board, 
National Institute of Mental Health, Bethes- 
da 14, Maryland. All entries are inde- 
pendently evaluated by each member of 
the Hofheimer Prize Committee and final 
selection determined by equal vote. 


Tare Recorpincs, Tae Woops ScxHoo 
LancHorneE, Pa.—The president of the 
Woods Schools announces 2 new recordings 
from the conference on “Counseling Par- 
ents of Children with Mental Handicaps” 
held in cooperation with the University of 
Minnesota : 

1. “Counseling with Parents at Time of 
First Knowledge of Retardation,” by 
Reynold A. Jensen, M.D., Professor of 
Psychiatry and Pediatrics, University of 
Minnesota. 

2. “Helping Parents in a Community Set- 
ting,” by Harriet E. Blodgett, Ph.D., 
Assistant Professor, Institute of Child 
Welfare, University of Minnesota. 

These records (12-inch, double-sided, 
high fidelity discs) can be borrowed for 
group meetings without cost except for 
shipping charges both ways. Three weeks’ 
advance notice necessary. 


Survey or Psycuiatric IN 
Cororapo.—At the invitation of Governor 
MeNichols of Colorado, Governor Rocke- 
feller of New York has authorized a survey 
of psychiatric facilities in the former state 
by Commissioner Paul H. Hoch of the New 
York service. Dr. Hoch will go to Denver 
late in January where he will aid in setting 
up a long-range mental health program. 

In giving his approval, Governor Rocke- 
feller said, “The administration is happy to 


cooperate in strengthening mental health 
programs in the states and to make Dr. 
Hoch’s services available to that end.” 


Correction.—In the December 1959 
Journal, line 8 of footnote 3, page 549 
should read . . . 10 to 150 mg. . . . instead 
of ... 10 to 15 mg. A further correction 
made by the author is that the last para- 
graph on p. 549 should start : “Trifluopera- 
zine (Stelazine) . . .” instead of “Triflu- 
promazine .. .” 


Bmrupay Porrrarr FoR CLARENCE B. 
Farrar.—On his eighty-fifth birthday, No- 
vember 27, 1959, at a dinner in his honour 
at the Albany Club, Toronto, Dr. Farrar 
was presented with his portrait, painted by 
the well-known artist, Archibald Barnes, 
R.C.A. 

Former students and colleagues had gath- 
ered from many points in Canada and the 
United States to pay tribute to a great 
teacher. Professor D. Ewen Cameron of 
Montreal made special mention of the guest 
of honour’s important contribution as Edi- 
tor-in-Chief of the Journal of the American 
Psychiatric Association since 1931. 

Dr. C. M. Hincks spoke about the “early 
days,” drawing attention to the fact that Dr. 
Farrar was the first full-time professor of 
psychiatry in Canada on his appointment in 
1925. Dr. D. G. McKerracher of Saskatoon 
dealt with the postgraduate era, depicting 
“a conference” with great clarity and hu- 
mour. 

After presentation of the portrait, Dr. 
Farrar replied by thanking the contributors 
and then went on to pay tribute to his pre- 
decessor, Dr. C. K. Clarke as well as others 
who had been associated with him until his 
retirement in 1947. 

Congratulatory telegrams were received 
from individuals and organizations attesting 
the esteem in which he was held as Profes- 
sor, Department of Psychiatry, University 
of Toronto: and, in a sincere and witty 
epilogue, Professor A. B. Stokes summarized 
the sentiments held by all who have been 
fortunate enough to be associated with Dr. 
Farrar in his long career of such great sig- 
nificance to the advancement of Psychiatry. 
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OsjectiveE APPROACHES TO TREATMENT IN 
Psycuratry. By Leo Alexander, M.D. 
(Springfield: Charles C Thomas, 1958, 
pp. 139. $4.50.) 


Anyone venturing to write a textbook on 
treatment in psychiatry during 1958 was a 
brave person. So much was happening in so 
many fields; approaches came from diverse 
areas ; results of various treatments remained 
open to question ; yet great progress was being 
made during this year. 

The writer of this review can vouch for the 
fact that Dr. Alexander is a brave pioneer in 
the many facets of psychiatric treatment. Also, 
he is about as objective and scientific, yet 
pragmatic as any contributor in the field of 
psychiatric therapy. 

To condense the Treatment in Psychiatry 
to a little over 100 small pages must have been 
a prodigious undertaking. And Dr. Alexander 
must have known full well that many aspects 
of his “arbeit” would change from the time 
he submitted the manuscript until the book 
came out and reviews were published. 

That Dr. Alexander is eclectic in approach 
is not to be denied. He is well qualified in 
psychoanalytic therapy. He has had extensive 
first-hand experience in the various types of 
shock treatment as well as the numerous drug 
therapies. His range of experience extends from 
state mental hospitals through army service 
to private practice, both abroad and in this 
country. 

As the title indicates, the author starts with 
a plea for objectivity in acceptance of treat- 
ment methods, recognizing that almost all psy- 
chiatric therapy is empirical and symptomatic. 
Sharpening of diagnostic and prognostic eval- 
uations is called for as a firmer basis for 
therapeutic decision. Considerable emphasis is 
placed on the Funkenstein test and other 
autonomic test responses in relation to treat- 
ment. 

Throughout the book there are numerous 
interesting, discerning and challenging discus- 
sions that help to bridge the gap between 
“organic” and “functional” viewpoints. The 
“organic” is in the field of neurophysiology and 
not in pathology or anatomy except for con- 
sideration of the autonomic system. The Pav- 
lovian theories pertaining to excitation and 
inhibition (and as refined and elaborated by 
Gantt and others) are brought into the inter- 
pretation of anxiety, depression, hallucinosis, 
delusion formation, etc. The effect of these 
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emotional and physiological factors on the ego, 
and reaction of the ego to them become an 
important part of the total picture that is the 
guide for treatment. A review cannot do justice 
to the clearly stated and documented theories 
put forth by Dr. Alexander. 

In this volume there are some rather definite 
statements about the “treatment of choice,” 
such as the value of insulin shock therapy in 
schizophrenia, the excellent results of ECT in 
depressive conditions and the advantages of 
psychotherapy in neuroses. In “Drug Thera- 
py,” Chapter V, the author gives a compressed 
(20 pages), yet fairly complete survey of this 
rapidly expanding field. “Frontal Lobotomy” 
is discussed in 5 pages and brought into an 
up-to-minute perspective as a therapy of last 
resort. Again, the author was brave in attempt- 
ing to discuss psychotherapy in 19 pages, but 
nevertheless there is much food for thought in 
this chapter which reflects Dr. Alexander’s 
personal eclectic approach and understanding. 

The extensive list of references is well chos- 
en and the volume has an excellent index. This 
small volume should not be judged by its 
size. It is recommended for reading by psy- 
chiatrists, neurologists and others in related 
fields, not so much as a guide for specific 
therapy in an individual case but for stimula- 
tion to further thought and research in therapy 
with due consideration of Dr. Alexander’s hy- 
potheses and his pragmatic yet objective 
approach. 

Lioyp J. THompson, M.D., 
Winston-Salem, N. C. 


Grosse Nervenanzte. Vol. II. Edited by Kurt 
Kolle. (Stuttgart: Georg Thieme Verlag, 
pp. vii + 251, 14 ills., 1959. D.M. 29.40. 
$7.00.) 


In 1956 Professor Kolle brought out a vol- 
ume, titled as above, containing biographies 
of 21 great neurologists and psychiatrists of 
the modern era, the earliest included being 
Pinel. He called attention to the difficulty, in 
order to keep the book within bounds, of 
making selections from among the many great 
names of the 19th and 20th centuries ; and 
held out the possibility that a second series 
might follow. Here it is. And now again the 
compilation involved the same problems as 
the first. Judging by the importance of this 
work one may hope that a third volume may 
be under consideration. In his preface the 
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Herausgeber even indicates that likelihood.! 

The persons whose life stories are told here 
are: Golgi, Nissl, Alzheimer, Brodmann, the 
Vogts, Helmholz, Quincke, Esquirol, Th. Mey- 
nert, Wernicke, Adolf Meyer, Gaupp, Pierre 
Marie, Babinski, Henry Head, Economo, 
Horsley, Walter Dandy, Clovis Vincent, Du- 
bois, Hermann Simon. 

It is especially to be noted that Kolle se- 
lected his collaborators on the basis 1) of 
their established research record ; 2) of their 
expert knowledge of their subject ; 3) as far 
as possible, of their close personal contact with 
the persons they were to write about. Any one 
who has heard a speaker discuss a great man 
he, the listener, has intimately known, but the 
speaker has not, will appreciate the importance 
of the third qualification. 

To mention a few of the contributors to 
the present volume : the editor writes about 
Geheimrat Heinrich Quincke who often ac- 
companied his father, Geheimrat Kolle, and 
himself, then a medical student, on their even- 
ing walks. The debt of psychiatry and neu- 
rology to lumbar puncture, first practiced by 
Quincke and reported in 1891, can hardly be 
overestimated. 

Henri Ey contributes the biography of Es- 
quirol, friend and favorite pupil of the great 
Pinel. It was Esquirol who was mainly re- 
sponsible for asylum reform in France and for 
the humane provisions of the Act of 1838 
which still holds good today. 

Sir Geoffrey Jefferson has written the chap- 
ter on Victor Horsley, scion of a family of 
musicians and painters. Horsley’s pioneering 
hypophysis operation is dealt with, and Cush- 
ing’s criticism and the differences between the 
two great neurosurgeons are touched upon. 

Erwin Stransky writes about that singular 
scholar Constantin von Economo. Born in Ru- 
mania of a distinguished Greek family, he 
grew up in Trieste where language and culture 
were mainly Italian and chose Vienna as his 
ultimate home. He is famed as the discoverer 
of encephalitis lethargica (1917). 

Oskar Diethelm is the author of the biog- 
raphy of Adolf Meyer ; whose formulation of 
the concept of psychobiology wherein a mul- 
tiplicity of factors, genetic, psychological and 
social, determining habit formation and per- 
sonality type and likewise predisposition to 
mental health or illness, has been widely in- 
fluential in both American and British psy- 
chiatry. His teaching has been aptly summed 
up as a “common sense psychiatry.” 


1 See also Kolle : Kraepelin und Freud. Beitrag zur 
neueren Geschichte der Psychiatrie (Stuttgart : Georg 
Thieme Verlag, 1957, pp. 88. $1.80.) 


In writing about Franz Nissl, Hugo Spatz 
points to the remarkable fact that Nissl, the 
24-year-old medical student at the University 
of Munich, wrote a prize essay on the patho- 
logical changes in the nerve cells of the cere- 
bral cortex, wherein he was first to describe 
the particles embedded in the cytoplasm which 
have ever since borne his name, differentiated 
fixing and staining methods for different 
structures, as cells and fibres, described 7 forms 
of pathological nerve cell changes, likewise 
the laminar structure of the cortex—in short in 
that astonishing student essay laid the founda- 
tion of the histopathology of the cerebral cor- 
tex, indicating the changes characteristic of 
general paresis and showing the possibility of 
differentiating other psychoses associated with 
organic brain changes. 

It would be a pleasure to give more than 
these fragments of the stories mentioned above, 
and to include reference to the other bi- 
ographies as well, but there isn’t room. Pro- 
fessor Kolle addresses this volume, like its 
predecessor, particularly to the younger psy- 
chiatrists and neurologists that they may be- 
come acquainted with the achievements of 
their great predecessors, upon whose shoulders, 
mayhap, some of them may one day stand to 
push outward still further the boundaries of 
knowledge. 

C.B.F. 


Basic Issues in Psycuiatry. By Paul V. Lem- 
kau, M.D. (Springfield : Charles C Thomas, 
1959, pp. 106. $3.50.) 


This is a book, addressed primarily to gen- 
eral practitioners, which opens a perspective 
that many busy psychiatrists have lost sight 
of in their preoccupation with problems im- 
mediately at hand. It’ comprises a series of 
lectures, given in a post-graduate program, 
sponsored by the American Academy of Gen- 
eral Practice. They were correlated with a 
series of lectures on internal medicine and 
pediatrics. The author makes some tantalizing 
references to the contribution of his colleagues 
in his discussion of his own concepts of basic 
psychiatric issues. 

The author, trained as a psychiatrist, is 
Professor of Public Health Administration at 
Johns Hopkins University, and is in a unique 
position to furnish the reader with refreshing 
and provoking glimpses of what psychiatry 
is doing and where it may be going. Dr. 
Lemkau’s method of doing this is disarming. 
His style may seem a little bewildering and 
too innocent to the beginner, but around any 
corner, one may come upon a few simple 
statistics, garnered from unexpected places, 
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which are startling and thought provoking. A 
typical example concerns the findings of a 
psychiatrist who was general practitioner, for 
4 years during the war, to a village of 2,500 in 
northern Norway. Other equally startling items 
suggest the possibility that psychiatrists will 
soon have to face a very real problem as to 
where the boundary lines of psychiatric prac- 
tice should be drawn. 

Basic Issues In Psychiatry makes no pretense 
of being exhaustive and is therefore easy to 
read, This reviewer would like to read it again, 
supplemented by a perusal of some of the 
biographical references to work already done 
and in process of completion. It would make 
him a wiser clinician and a more challenging 
teacher. 

G. Younc, M.D., 
University of Vermont. 


Psycuratric Arcnitecture. Edited by Charles 
E. Goshen M.D. (Washington : the Ameri- 
can Psychiatric Association, 1959, pp. 156. 
$10.00.) 


This book presents selected materials pro- 
duced by the Architectural Study Project es- 
tablished in 1953 under the joint auspices of 
the American Psychiatric Association and the 
American Institute of Architects. The aims of 
the Project were to develop effective com- 
munication between the professions of psy- 
chiatry and architecture, and to define the 
basic principles which determine good mental 
hospital design. 

It is apparent from the first 5 papers and 
from other comments throughout the collection 
that a considerable number of the contributors 
conceived the goal as the development of archi- 
tectural design that would have a positive 
therapeutic effect on the patient. 

There is considerable comment on how the 
patient perceives space and the arrangement 
of space, how he is affected by colour, sound, 
odour, and texture, and how personal interac- 
tion is hindered or facilitated by the arrange- 
ment of space and furnishings. However, the 
comment is largely speculative. Many questions 
are asked but few are answered. The papers 
describing actual units are not closely related 
to these theoretical discussions but adhere to 
the more familiar and less speculative approach 
which seeks chiefly to provide unobtrusive 
surroundings which will not interfere with the 
therapeutic process, avoiding traditional in- 
stitutional characteristics. Although it is only 
mentioned once or twice, the reader feels the 
implication that the concept “hospital” now 
conveys too much of illness, regimentation and 


limitation, and that it is being replaced by 
“home,” “hotel,” or “country-club.” 

One quality of design universally approved 
but not adequately discussed is “flexibility.” 
The description of “transitional spaces” in the 
article on Chestnut Lodge is worthy of note. 

Personally, I enjoyed the speculative and 
theoretical discussions as well as provocative 
concepts and phrases such as “facilities for 
inactivity.” For the more practical there are 
helpful lists of requirements and general spec- 
ifications, descriptions of layout and equip- 
ment, and “A Check List for Mental Hospital 
Planning.” However, in no sense of the word 
can this book be considered to be a manual of 
hospital design. 

To round it out there is a 23-page article on 
“Mental Health Programs and Facilities in 
Europe and Asia” illustrated by 45 colour 
prints, which perhaps only confuses a seeker 
for the “right” pattern by showing what variety 
exists. 

Two glossaries on “Mental Hospital Terms 
for Architects” and “Building Terms for Mental 
Hospital Administrators” will be of interest to 
the uninformed. 

B. H. McNEEL, M.D., 
Dept. of Health, 
Toronto 


DER NEUROSENLEHRE UND Psycno- 
THERAPIE. Edited by Viktor E. Frankl, 
M.D., Victor E. Freiherr von Gebsattel, 
M.D., and J. H. Schultz, M.D. (Munich 
and Berlin : Urban & Schwarzenberg, 1958, 
Parts 1-7, DM 19,-$19.50, 14,- 15,- 21,- 
$18.50, and 20,-) 


The Handbuch, to be published in 5 
volumes, each about 750 pages, will first ap- 
pear in parts (Lieferungen), unbound. Each 
part will comprise up to 160 pages, and the 
contributions will be monographs. The entire 
field of the neuroses and psychotherapy will 
be treated, from the individual points of view 
of the authors ; however, controversial ques- 
tions will be treated by two authors differing in 
point of view. The editors of the Handbuch 
believe that there is such a thing as a common 
basis underlying different views, and that it 
is the common basis on which psychotherapy 
will be built in the future. 

Part 1 is devoted to the “suggestive meth- 
ods” giving a comprehensive survey of the 
varied views on this method. Bernard Stokvis, 
one of whose two contributions is annotated 
by no less than 370 references in the biblio- 
graphy, reports on various suggestive and auto- 
suggestive methods, including less known but 
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significant details such as rationelle or primi- 
tive auxiliary aids. In his other contribution, 
Stokvis considers experimental-psychological 
matters relating to hypnosis, which go beyond 
the author’s own recently published textbock. 
Of particular importance seem to be the psy- 
chosomatic aspects and the possibility of a 
clinical hypnosis. Ernst Kretschmer presents 
his two-way “standard method” (a combina- 
tion of analytic and suggestive methods), 
which conceivably could constitute the psy- 
chotherapy of the future, particularly in short- 
term psychotherapy. His son, Wolfgang, 
writes on Protrepik, which combines all those 
methods that free the patient from his neuro- 
tic Fehlhaltung (disturbance) through sensory 
and verbal stimulation. The characteristic of 
this method is the Dressur of the patient. For 
instance, electric currents are used in treat- 
ment, and certain successes have been reported 
in cases of hysteria. Betz speaks about media- 
tive methods, particularly the Bildstreifenden- 
ken. Certain combinations of pictures are trans- 
mitted to the patient in a motion-picture form 
while he is “relaxed”. The author thinks that 
this method is not used widely in Germany, 
and this reviewer wonders where it is used 
“widely.” Erwin Stransky contributes his well- 
known Subordinations- Autoritaets - Relations- 
therapie : the therapist appeals to the will of 
the patient first. However, it cannot be as- 
sumed that today’s crop of therapists like this 
type of therapy (or, for that matter, Protre- 
pik), as it runs counter to the transference 
relationships between therapist and patient, 
which are most in demand today. 

Part 2 contains an excellent contribution 
by Strumpfl on “Heredity and Neurosis.” The 
controversial subject of the heredity of the 
neuroses is handled in a new way, including 
the experiences of those psychologists who ex- 
periment with animals. Unfortunately, the 
author did not take into consideration Rene 
Spitz’s research on the origin of neuroses in 
infants. Wolfgang Kretschmer writes on “Neu- 
rosis and Constitution” much in the same way 
as his father, Ernst, has taught this subject for 
many years, but Wolfgang treats the subject 
more comprehensively and brings the possi- 
bilities of the Konstitutionsforschung up to 
date. Birkmayer tells of the “vegetative syn- 
dromes” and stresses the pathogenetic and in- 
dividual factors. He differentiates between a 
“sympathetic hypertony and hypotony” and 
a “para-sympathetic hypertony and the vege- 
tative ataxia,” which, according to Birkmayer, 
interacts in the disturbance of coordination 
and the vegetative regulation. Of particular 


interest to this reviewer are the 3 contribu- 
tions by Freiherr Victor von Gebsattel, on the 
phobic, the “anakastic” and the depressive 
Fehlhaltung (disturbance). The causes of 
these disturbances are examined philosophi- 
cally, yet no attempt is made to engage in 
speculations. 

Part 3 is designed to give the reader a sur- 
vey of the history of psychotherapy, and 
presents the present trend as well as develop- 
mental tendencies of individual cultures. 
Eliasberg writes magnificently on the history 
of psychotherapy. He asks many questions, as 
about social and psychological causation or 
“What is Cure?,” etc. His contribution is 
amended by J. H. Schultz, who tells the 
reader of the historical situation in Europe. 
Pflanz writes on “Psychotherapy in Central 
Europe,” Reiter on “Denmark,” Harding on 
“Sweden,” Johnson on “Norway,” Kammerer 
on “France,” and Stengel on “Great Britain.” 

In Part 4 the trends in Italy are discussed 
by Cargnello and Cesa-Bianchi, in Spain by 
Sarro, in Eastern Europe by Voelgyesi, in 
Russia by Kleinsorge, in China by Otto, in the 
USA by Hofstaetter; non-analytical psycho- 
therapy in Latin America by Binder, and Psy- 
choanalysis in Latin America by Kemper. For 
the German reader, the article by Hofstaetter 
is of the greatest value, as not only is the litera- 
ture discussed but also critically evaluated. Al- 
though the value of Parts 3 and 4 lies in 
their source material for the German reader, 
they would appear to have the same value for 
the English reader, as most of the material, 
apart from Hofstaetter’s article, is nearly un- 
known in the U.S.A. Thus the reader can 
familiarize himself with the cultural, ideologi- 
cal, religious, and schismatic differences 
among the various countries. 

Part 5 deals with organismic treatments, 
such as J. H. Schultz's Autogenes Training, 
which the author invented and which never 
got a foothold in this country. Instead of read- 
ing a voluminous book on this subject, the 
reader gets the idea in the sometimes hard-to- 
read form of an abstract. E. B. Strauss and W. 
F. Coningsby write on narcoanalysis, Lucy 
Heyer-Grote on breathing-therapy, and our 
own J. L. Moreno on “Psychodrama,” a sub- 
ject more familiar to Europeans, where it 
originated, than to us. 

Part 6 is partly entitled “Group Psycho- 
therapy” and partly “Psychotherapy in Psy- 
chotic [Illnesses.” The former contains 2 
articles by A. Friedemann, in essence equating 
group psychotherapy with sociogram and psy- 
chodrama a la Moreno (with which many 
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American group psychotherapists will take 
issue), only to a small degree taking cogni- 
zance of non-psychodramatic methods in group 
psychotherapy, particularly the psychoanalyt- 
ic method, today perhaps the most widely 
practised approach in group psychotherapy in 
the U.S.A. The author does not avoid per- 
sonalities, but, so far as the sociogram and 
psychodrama only are concerned, presents 
these methods founded by J. L. Moreno in an 
easily readable style. 

The balance of Part 6 is devoted to the 
Psychoses,—R. Kraemer, P. Matussek, Victor 
E. Frankl and J. H. Schultz sharing the honors. 
J. Segers contributes a special article on the 
“Possibilities (of psychotherapy) within the 
frame of stationaer-psychiatrischer Behand- 
lung” in institutions. 

Part 7 is devoted to Fehlhaltungen (dis- 
turbances) only, dealing with the perverse, 
schizoid, paranoid, and impulse types of men- 
tal illnesses. The contributors are P. Matussek, 
J. H. Schultz, W. Th. Winkler, and H. Giese. 

All told, the present endeavor is probably 
one of the most ambitious ever undertaken in 
neurology and psychiatry. This work also at- 
tempts to be as comprehensive as possible, 
but falls short in the eyes of many American 
readers because of the wide diversity of ap- 
proaches and points of view. Nevertheless, 
comprehensiveness (in my opinion) can sel- 
dom, if ever, be satisfactorily achieved. Look- 
ing at the first 7 parts, one can only be amazed 
at the richness, immensity of outlook, and new- 
ness of territory. Almost any American reader 
will be glad to know that there is such an 
encyclopedic reference that will answer al- 
most any question known to date to the 
medical and psychological researcher, prac- 
titioner, and student. 

Hans A. ILLING, 
Los Angeles, Calif. 


80 Puerto Rican Famiyies 1x New York 
City. By Beatrice Bishop Berle, M.D. 
(New York: Columbia University Press, 
1958. $4.75.) 


In a period when sociology and anthropolo- 
gy have become almost as heavily burdened 
by abstruse terms and cliché references as psy- 
chiatry, it is most refreshing to come upon a 
really unpretentious piece of scientific writing. 
Medical education, too, has been criticized 
because it tends to teach all about rare and 
complex diseases and neglects “the problems 
of every day life” ; this little book may help 
restore the balance. 

A physician and a small group of helpers 


set up medical practice in a slum inhabited 
mainly by Puerto Ricans and settled down to 
give service and, by thus earning the oppor- 
tunity, to make observations on how the pa- 
tients and their families live, subsist, relate to 
each other and to the social institutions around 
them. While considerable attention is given 
to disease and its effects, the book contains 
much more: the advantages of emergency 
room treatment over outpatient clinic attend- 
ance, the balancing of values of a good set 
of teeth compared to loss of time at work, the 
usefulness of one religious denomination as 
compared to another, the issue of how to 
change from white to blue collar class without 
loss of dignity or face. These and many other 
problems were posed by the 80 families who 
came under observation. Sometimes the prob- 
lems were solved satisfactorily, sometimes there 
was continued and dismal failure. The sym- 
pathy and sensitivity with which the observa- 
tions were recorded indicates that the author 
was able to achieve a genuinely non-judg- 
mental attitude that allowed her to get facts 
rather than defenses. 

There are few generalizations suggested. 
This is a descriptive study, not an analytic or 
synthetic one. It was associated with an an- 
thropological study on a larger scale and had 
careful controls and checks on the observa- 
tions made, but in the writing of this book we 
see only a perceptive clinician, not an obsessive 
theorist or one who needs to formalize her 
wisdom too much. It is a refreshing and hu- 
manistic study, real, down-to-earth. Anthro- 
pology and sociology need more like it and 
medical education needs them, too. 

V. Lemxau, M.D., 
Johns Hopkins University, 
School of Hygiene and Public Health. 


La Formacrion DEL INprvipvo. 4th 
Ed. By Honorio Delgado. (Barcelona : Edi- 
torial Cientifico-Medico, 1958, pp. 197.) 


The author surveys briefly the various 
schools of psychological thought: the experi- 
mental, reflectological, behavioristic, psycho- 
analytical, individual, gestalt, genetic and bio- 
genetic. He then describes the physical, mental 
and emotional developments during infancy, 
childhood, preadolescence and adolescence. Of 
particular interest is the “Scheme of physical 
development of the individual” in table form. 
This is followed by the study of the mind in 
the process of formation. 

The author treats the problem of personality 
from the viewpoint of a religious moralist with 
little attention paid to the dynamics of be- 
havior as understood presently in modern texts. 
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“Culture is human life guided by spiritual 
value.” He also ascribes determining influences 
to “blood and race,” a theory that recalls the 
much discredited racism. “Faith and tradition” 
are extensively used throughout the book, but 
specific psychological and theological defini- 
tions of these terms are not given. 
Hirscu L. Gorpon, M.D., 
New York City. 


Tue BorDERLAND OF EMBRYOLOGY AND Patn- 
oxocy. By R. A. Willis. (London : Butter- 
worth & Co., 1958, pp. 660. $18.00.) 


The most fascinating book I ever read in 
anatomy was Sir Arthur Keith’s Human Em- 
bryology and Morphology. It is the only book 
of its kind I know which reads like an exciting 
detective story. When, then, I read Dr. Willis’ 
statement that Keith’s book had long excited 
his interest and admiration, and that it was 
this work that brought him to England to study 
under Keith, I was prepared to find a book 
as informative and readable as Keith’s—and I 
was not disappointed. This is an altogether 
thoroughly admirable book in every way. A 
pathologist with a natural desire to know the 
reason why, Dr. Willis here brings together 
the estimable results of his researches, reading, 
and reflection to give us what is probably the 
best account in any language of the conditions 
during development productive of pathology in 
man. Every aspect of the subject is covered, 
and almost all the many original illustrations 
are from the author’s own preparations. There 
are excellent chapter bibliographies, and a 
good index. 

The attractiveness of the book is such that 
it should gather a wide variety of readers 
within the charmed circle of its pages, for it 
deals with no less than the matter of human 
devolopment, and what may go wrong with 
it morphologically. And anyone interested in 
man, ought to be interested in that. Dr. Willis 
can be recommended as the perfect guide to 
morbid developmental embryogenetics. 

AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


EXPLoraTIons SociaL Psycuatry. Edited 
by Alexander H. Leighton, John A. 
Clausen, Robert N. Wilson. (New York : 
Basic Books, 1958. $6.75.) 


SocraL Psycmiatry Action. A Therapeutic 
Community. By Harry A. Wilmer. (Spring- 
field, Ill. : Charles C Thomas, 1958. $8.75.) 


Neither the term “social psychiatry” nor its 


concept appears to be native to this country ; 
while social psychiatry is not a new method, 
it is an innovation here. There are several 
reasons for this reluctance of American psycho- 
therapists (as contrasted with European, par- 
ticularly English, colleagues) to adopt this 
method in this country. For one thing, “social 
psychiatry,” especially as applied to a thera- 
peutic community, denotes the treatment of a 
relatively few patients within a specially cre- 
ated setting, no matter how closely related to 
the “real” community, calls for an expensive 
outlay on buildings and personnel. Social psy- 
chiatry in therapeutic communities, therefore, 
is nearly non-existent in this country, and the 
few experiments made with this method, such 
as undertaken by S. R. Slavson, Fritz Redl, 
and Bruno Bettelheim, made “headlines” in 
professional circles because of their uniqueness. 

The present volumes published  simul- 
taneously may indicate a changing attitude 
toward the treatment of the mentally ill, trans- 
ferring it from the doctor's office or the hos- 
pital’s ward to the community. The first book, 
Explorations in Social Psychiatry, has 18 
contributors. The collection is uneven, since 
some of the contributors write about such 
topics as “Adolescent Drug Use” without really 
integrating the subject with social psychiatry. 
In addition, the editors, in a brief footnote, 
observe that social psychiatry has “somewhat” 
different meanings in America and abroad. 
Their own definitions are, in this reviewer's 
opinion, incorrect, inasmuch as the term “so- 
cial psychiatry” is an imported, and not an 
indigenous, term, which most certainly can- 
not be applied to industrial and forensic psy- 
chiatry, as the editors think it can; on the 
other hand, group therapy, which the editors 
feel is practised here but not abroad, cannot 
be isolated from the imported concept of so- 
cial psychiatry since the latter was derived 
from group therapeutic concepts, and is the 
underlying method common here and abroad. 

However, the value of Explorations appears 
to this reviewer to be immense. The contrib- 
utors speak of a “community” (not the com- 
munity), a township, which makes mental 
health programs possible whether through tax- 
ation or through voluntary efforts, such as 
chest drives. The “therapeutic community” is 
nowhere mentioned. Yet, the trend toward 
the tendency to consider the therapeutic needs 
of the individual beyond those needs which 
he has as a patient is evident everywhere. The 
editors have set themselves the task of exam- 
ining 5 aspects: 1. The prevalence of mental 
illness, 2. The need for a concept of mental 
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illness, 3. The relation of mental illness to so- 
cial pathology, 4. Socio-cultural changes, and 
5. Personality development. It seems to this 
reviewer that, no matter how social psychiatry 
is defined, only aspects 3 and 4 are really re- 
lated to social psychiatry, whereas the others 
are outside the topic of the book (not, of 
course, outside the province of psychiatry per 
se). Such chapters as “Health and the Social 
Environment” are the highlights of the book ; 
and a statement like “some disturbances of 
mood, thought, and behavior occur as a part of 
man’s adaptation to his social environment,” 
while commonly accepted today, deserves to be 
explored more widely. Hence, the author's in- 
quiry into the relationships among the 3 
variables,—social environment, psychological 
disturbances, and bodily illnesses. The short- 
comings of the book (inadequate conception 
of “social psychiatry,” exclusion of previously 
published material here and abroad and hence 
omission of credit to the pioneers in this field, 
the dearth of case illustrations) are more than 
outweighed by the “explorations” and importa- 
tions of Continental ideas (even though the 
editors might deny this) in a field hitherto 
very little known in America. 

Social Psychiatry in Action, on the other 
hand, has, as its sub-title, “A Therapeutic 
Community,” and thereby already indicates 
the aspects which it deals with. This book has 
adequate references (about 700 items) includ- 
ing most of the sources by the pioneers of 
social psychiatry, such as Bierer, Maxwell 
Jones, Ezriel, Bion in England ; Slavson, Redl, 
and Bettelheim in this country, to mention a 
few. The author experimented with his thera- 
peutic community at the psychiatric admission 
ward at the Naval Hospital in Oakland, Cali- 
fornia, and the book contains case histories 
only. He included but little theory and back- 
ground for the concept of social psychiatry, 
leaving it to the reader to delve into the 
sources. It should be noted, however, that the 
term “community” is used by the author in 
a different sense than in England (where a 
community actually is created physically by 
the establishment of grounds, buildings, etc.) 
in that a ward of an existing hospital is “set 
aside” for the purpose of a community. How- 
ever, as such, this ward community may be 
a “first,” and therefore the “changing society 
on the ward,” the roles of the various thera- 
pists (corpsmen, nurses, psychologists, and so- 
cial workers) and community meetings (almost 
all based on group psychotherapeutic methods) 
are discussed in great detail and will enlighten 
many practitioners as to the employment of 


group meetings, spontaneous, face-to-face in- 
teraction, and the revelation of hidden “com- 
munity” tensions, feelings and needs, to men- 
tion but a few. Therefore this volume will 
enrich our present literature, as, on the whole, 
will also the anthology of Explorations. 

Hans A. 

Los Angeles, Calif. 


NEKROPHILIE. STRUKTURANALYSE EINES FAt- 
Les. By Th. Spoerri. (Basel/New York : S. 
Karger, pp. 92. Bibliotheca Psychiatrica et 
Neurologica Fasc. 105, SF 15.) 


Karl Birnbaum introduced the concept of 
structural analysis into psychiatry in 1923. 
Since that time this concept has been used with 
a variety of meanings. Spoerri defines structural 
anatysis as the analysing consideration of a 
case in respect to the real relations within the 
totality of this case and the elaboration of the 
particularity of these relations. 

The case is a necrophiliac with the diag- 
nosis: dysplastic, schizoid, autistic-eccentric, 
unintelligent psychopath of depressive tempera- 
ment with additional depressions. The man, 
now 33 years old, committed between 1946 and 
1953 5 necrophilic acts. He always exhumed 
female corpses, inspected them—especially the 
genitals—, cut them up and apparently in one 
instance made a coitus-like play. The later the 
delict occurred, the longer had the women 
been dead and, accordingly, in a more pro- 
gressed state of decomposition. 

The necrophiliac was exculpated in court 
with the diagnosis schizophrenia which still 
may be clinically the correct one. He gave the 
author little insight into his history and inner 
life. Hence the author had to take recourse 
to his and preceding observations, to the 
Rorschach, and to a considerable amount of 
interpretation. There were a number of sui- 
cidal attempts and self-injuries as well as 
several escapes from the mental hospitals. 

The author comes to the conclusion that 
amorphousness is the structurally essential 
element in his case. He endeavors to show the 
“impression of the amorphous” in the man’s 
mimicry and gestures, in his manner of speak- 
ing, in his way of experiencing, in his life 
course, even in his attempts to escape from the 
hospitals. The amorphousness, in the author’s 
opinion, is manifested also in incomplete dis- 
tinction between inside and outside and in 
the sexual desire for the—increasing—amor- 
phousness of dead bodies. 

An interesting chapter on the literature of 
necrophilia, including belles letters is very 
carefully done. Remarks on the forensic ad- 
judgment are briefly made. In the last chapter 


204 
ii 
. 
ge 
| 


1960 ] 


BOOK REVIEWS 


763 


the problem of necrophilia, i.e. of necrophilia 
in the broader and of necrophilia in the nar- 
rower sense, is discussed at some length. 

The author has worked hard to get and to 
interpret the accessible material. One cannot 
help wondering when and how the cardinal 
point of amorphousness was taken into con- 
sideration. As the author has done his structur- 
al analysis with his own self-forged tool, there 
would not be much sense in discussing details 
which after all stand and fall with the ac- 
ceptance of this tool. This reviewer would find 
such an acceptance easier if there were on one 
hand more reliable communications of the case 
available and if not—perhaps mainly due to 
this lack—the presentation were again and 
again rather forced. The merit to have pub- 
lished a case of necrophilia—not a monograph 
on necrophilia as the title of the treatise might 
make one assume—is despite these criticisms 
gladly conceded. 

There are 3 Rorschach protocols—very help- 
ful certainly—exemplarily directed and inter- 
preted by Roland Kuhn. 

EucEn Kaun, 
Houston, Tex. 


PsyCHIATRY AND THE Pusuic Heattu. By G. R. 
Hargreaves. (New York: Oxford Univ. 
Press, 1958. $3.00.) 


The author has edited his lectures given to 
the “medical” public for the Health Clark 
Bequest. This bequest made possible lecture- 
ships on the history and progress of Preventive 
Medicine. Dr. Hargreaves is the first psychi- 
atrist given this honor and his lectures com- 
pletely justify his selection. 

For one unfamiliar in the field of preventive 
psychiatry these lectures are a must. For those 
experienced in this field Dr. Hargreaves has 
brought his freshening insights into the field 
to help us understand why we are at all con- 
cerned about preventing mental illness. Dr. 
Hargreaves has chosen to start at the begin- 
ning and progress to modern times, where we 
find psychiatry at the threshold of preventing 
illness and its complications. 

Anyone interested in mental illnesses, and 
physicians who are concerned about the ex- 
tent of psychiatric disorders in their practices 
should find in this small volume considerable 
of interest. Psychiatrists in training would do 
well to read this book. 

The best thing about it is Dr. Hargreave’s 
explanation about how mental illnesses have 
become a major public health problem and 
what might be done about this fact. 

Rocer W. M. Howe M.D., 
Detroit, Mich. 


Patients, Puysicians AND ILuNess. Edited by 
E. Gartley Jaco. (Glencoe, Ill. : The Free 
Press, 1958, pp. 600. $10.00.) 


This volume is presented as a sourcebook 
of “behavioral science” in medicine. Most of 
the 64 contributors, including the editor, are 
“behavioral scientists,” 11 have medical de- 
grees and, of these, 4 are working in or asso- 
ciated with psychiatry. “To the individual who 
has ever been a patient, or the physician, nurse, 
medical scientist, or health technician, the 
contents and orientation of this volume may 
seem novel, if not unique. As an effort to 
bring together the writings, résearch and ideas 
of representatives of the behavioral sciences 
on varied aspects of medicine within a single 
cover, this sourcebook presents a view of 
medicine not well-known nor often recog- 
nized. Because medicine has traditionally had 
a biological orientation and basis, the entry 
of the sociologist, cultural anthropologist and 
social psychologist may seem a strange, if not 
bold, venture. Indeed, such a view may also 
feasibly be held by many social scientists. The 
patient, the physician, and illness itself, how- 
ever, may be given newer significance and 
understanding when examined from the per- 
spective of these disciplines becoming known 
as ‘the behavioral sciences,’” This excerpt 
from the Introduction fairly reveals the general 
character and theme of the book. Of the 55 
chapters the majority have appeared previously 
in social science, psychological, and similar 
publications, and at least one in the Journal 
of American Medical Association. (Be it noted 
that this volume does not include “Near Life, 
Near Death, Near God” as published anony- 
mously and given editorial support in the 
J.A.M.A., 1957, 163 : 15, 1358. Nor does any- 
thing in the book approach the naiveté of 
that propaganda to which some medical schools 
had already succumbed.) The good physician, 
who, in spite of appearances, must always be 
acutely conscious of many other deficiencies 
than this book implies, will find little that is 
actually novel or unique in it. Indeed, some 
of the contributors point out that much of 
what they have to say is self-evident or well 
known and that some of their views need 
further evidence to support them. It is sug- 
gested that further courses in behavioral 
sciences should be included in the medical 
curriculum. But surely such material, if suf- 
ficiently established or worthy of investigation, 
is the type that the student should best learn 
—along with its limitations as well as the 
limitations of other material—from a good 
clinical instructor rather than from formal 
courses; the good clinical instructor does 
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recognize that much or most dis-ease is related 
to heredity and environment in its broadest 
sense—social milieu, cultural factors, mores, 

nal associations, circumstances, problems, 
etc. Better understanding of that relationship, 
as of all problems of medicine, without any 
exception, is, of course, urgently required but 
the discursiveness of this book—analysis of 
health, illness, patient, student, physician, 
nurse, hospital, community, etc.-would seem 
to militate against that objective rather than 
advance it. 

About 50 pages are devoted to reference 
matter and bibliography combined and 8 pages 
to explanation of terms used in the behavioral 
sciences. There are not many but a few typo- 
graphical, spelling or grammatical errors, such 
as cardiac “infection” for infarction, “prose- 
cuted” for persecuted, “sited” for cited, each 
“have” for each has. 

N. E. McKinnon, M.D., 
University of Toronto. 


Tue Psycno.rocy or Earty By 
Catherine Landreth, Ph.D. (New York : 
Alfred A. Knopf, 1958, $8.75 trade—$6.50 
text. ) 


This book is a survey of present-day knowl- 
edge concerning the development of child be. 


havior to the age of 6 years, written in a form 
which makes it suitable for use as an intro- 
ductory college textbook on the subject. The 
author, who is Professor of Child Psychology 
and Director of the Institute of Child Welfare 
Nursery School of the University of California 
in Berkeley, has drawn upon her experience 
and perspective both as investigator and teach- 
er in the field of child development to present 
in a clear and interesting way basic psycho- 
logical concepts which are needed in the 
educational background of such professional 
disciplines as nursery school and kindergarten 
teaching, clinical psychology, family and child 
social welfare work, nursing, pediatrics, and 
child psychiatry. 

Oriented toward the results of research, the 
text gives representative experimental data on 
which generalizations in child psychology have 
been made, drawing, to some extent, from the 
pediatric and psychiatric as well as, more ex- 
tensively, from the psychological literature. 
Conclusions drawn are commonsense and, al- 
though areas for needed research are indicated, 
there is a minimum of theorizing and specula- 
tion to fill the many large gaps in current 
knowledge. 

The subject matter is clearly outlined. Each 
chapter begins with a few questions designed 
to stimulate the student’s selective interest and 


ends with a brief review of the salient conclu- 
sions. The text is well supplemented with fig- 
ures (105), tables (17), and brief illustrative 
examples. At the end of each chapter, also, are 
a small number of carefully selected recom- 
mended readings, often some recommended 
films, and usually about 2 to 4 pages of refer- 
ences. 

Beginning with a brief review of “The 
Origins of Child Psychology,” the body of the 
material is organized under the following chap- 
ter headings : “Prenatal Origins of Behavior,” 
“Behavior of the Newborn,” “Motor Behavior,” 
“The Development of Language and the Func- 
tion of Speech in Early Childhood,” “Emotion- 
al Behavior,” “Social Behavior Toward Age 
Peers,” “Perceptual and Adaptive Behavior,” 
“Developmental Factors,” “Learning Proc- 
esses,” “Mental Functioning,” and “The 
Child’s Interaction with his Environment.” The 
book ends with a discussion of the “Problems 
Inherent in the Study of Human Behavior,” 
mentioning the restrictions involved in the 
use of the experimental method in the study of 
human subjects, suggesting the kind of data 
that can be obtained on child development and 
behavior as a natural science, and indicating 
the immensity of the task ahead in the develop- 
ment of the field and the need for a multi-. 
discipline approach. 

Although the generalizations in child psy- 
chology contained in this book are applicable 
to the understanding and regulation of the 
development of the individual child, their use 
in the diagnosis, prognosis, and treatment of 
behavior disorders is outside of the scope of 
the material presented. The book is concerned, 
largely, with normal development rather than 
with clinical problems, although the “normal” 
includes a wide range of deviations. Psycho- 
analytically oriented child guidance personnel 
will find much of the theory on which their 
dynamic formulations and treatment are 
based either only briefly mentioned or, in some 
instances, rejected as unsupported by rigorous- 
ly obtained statistical data. There has been 
no attempt in this book to fit the various 
aspects of child development into any one- 
theory structure or into an integrated system 
of concepts. 

It is the reviewer's opinion that not only will 
teachers and other professional workers re- 
sponsible for the care of young children find 
this book a good introduction to the psychology 
of early child development and a useful refer- 
ence resource, but also that nurses, medical 
students, and physicians who are not well 
grounded but are interested in the growing 
literature in the field will find it interesting 
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and profitable reading. The vocabulary and 
style are not at all formidably technical, but 
the scientific standards maintained in the selec- 
tion of material in a relatively recent, complex, 
controversial, and burgeoning field of knowl- 
edge have been high. 
Hate F. M.D., 
San Francisco, Calif. 


Tue PsycHotocy or Mepicat Practice. By 
Mare H. Hollender, M.D. (Philadelphia 
and London: W. B. Saunders Company, 
1958, pp. 276.) 


Contributions by a psychiatrist, an obste- 
trician, a pediatrician, and an internist are 
included in this monograph. There are two 
chapters on the doctor-patient relationship 
which unfortunately begin with a categoriza- 
tion of this relationship into 3 types ; and many 
physicians, only barely initiated dynamically, 
may not find the terms “activity-passivity,” 
“guidance-cooperation,” and “mutual partici- 
pation” too meaningful. The author adds that 
there is no one particular type of relationship 
that is best, but the model chosen should be 
most appropriate to the given situation. 

The second chapter on the practical aspects 
of this relationship between doctor and pa- 
tient makes a number of points which bear 
close reading, such as : the need to understand 
the purpose, function, and the fears that pro- 
voke reactions to an illness, and how unserv- 
iceable the concept of “good” and “bad” is 
when applied to such reactions. Also covered 
are the shortcomings of a “normal” and an 
“abnormal” in evaluating behavior, and the 
error of too great stress on whether a pain is 
“real” or “unreal.” In discussing the motiva- 
tion of a patient’s visit, the author points out 
that in many cases “. . . the ‘real reason’ will 
be revealed only as the patient gets to know 
you and is sure your attitude is sympathetic.” 

The section dealing with the cancer patient 
stresses the need to individualize one’s ap- 
proach to the patient, and the benefit of being 
told the diagnosis by a physician known to the 
patient rather than by a comparative stranger. 
A quotation from an article by C. S. Cameron 
on the management of the terminal patient 
certainly merits attention. 

Several discussions in the chapter on obstet- 
rics (by E. M. Solomon, M.D.) make excel- 
lent and informative reading for psychiatrists, 
for instance: “Clinical experience amply at- 
tests to Reynold’s statement that women do 
not necessarily like to be pregnant and often 
deeply resent pregnancy” but adjust to it as 
the condition continues ; and the patient not 
infrequently tells the obstetrician she is op- 


posed to breast feeding, and a strong aversion 
or revulsion against the process may exist. The 
approach to natural childbirth and keeping 
the baby with the mother continuously after 
the first 24 hours are refreshingly practical, 
since it is pointed out that both approaches 
are excellent for some patients but not indi- 
cated for others. 

The section on pediatrics (by J. B. Rich- 
mond, M.D.) is equally well written. The 
value to the physician of seeing the family in 
a more spontaneous situation during a house 
call, the value of listening, and a thorough 
examination in relieving anxiety, and the need 
to avoid glib reassurance are stressed. He points 
out that troublesome areas may not be men- 
tioned and that the mother’s real feelings may 
not be in keeping with what is at first ex- 
pressed. Finally, the problems faced by a 
parent whose child has a malignancy are 
described and realistic suggestions are offered. 

There is also a chapter on the medical pa- 
tient, in which coronary heart disease, diabetes 
mellitus, and cerebrovascular accidents are 
considered. 

The careful reading of this material would 
certainly aid one in understanding the patient's 
emotional difficulties. There are also some 
practical and understandable suggestions on 
approaching the patient which would be of 
great value to the non-psychiatric physician. 

Jackson A. Smitu, M.D., 
University of Nebraska, 
Omaha, Nebr. 


Tue FemMae Orrenpen. By Prof. Caesar Lom- 
broso and William Ferrero. (New York : 
Philosophical Library, Inc., 1958, pp. 313. 
$4.75.) 


Caesar Lombroso, one of the greats of 
19th century psychiatry and psychology, di- 
rected much attention to the study of the 
criminally deranged. However, viewed in light 
of 20th century understanding, some of his 
concepts in The Female Offender are most in- 
adequate. These include such items as the born 
criminal, atavism and physiological anomalies, 
to mention only a few. Nevertheless, Lom- 
broso’s speculations found him pleading for a 
clearer differentiation between the casual and 
the habitual offender. He also helped inspire 
a more careful scrutiny of statistics in crime. 

Dr. Pirone in the Introduction has written 
as follows: The present study in criminal 
biology, which grew out of his collaboration 
with William Ferrero (although almost a 
hundred years ago) should be particularly 
welcome to counterbalance the mainly ana- 
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psychologically dynamic hypotheses 
y. 

This reviewer believes such “counterbalanc- 
ing” is primarily of value in terms of histori- 
cal perspective and does not scientifically 
negate “analytical and psychologically dynamic 
hypotheses of today.” Keeping this in mind, 
The Female Offender is a worthwhile addi- 
tion to all social science libraries. 

ARTHUR LERNER, Pu.D., 
Los Angeles City College 


Exectronic INSTRUMENTATION FOR THE BE- 
HAVIORAL Scrences. By C. C. Brown, Ph.D. 
and R. T. Saucer, Ph.D. (Springfield : 
C. C Thomas, 1958. $5.50.) 


A product of psychophysiologic experience, 
this small volume is a clearly written digest 
of an elimentary course in electrical theory and 
application. It is addressed to the sophisticated 
amateur. The text includes simplified ex- 
planations of recent technical advances as 
transducers and transistors, as well as circuits 
for basic instrumentation. Diagrams, appen- 
dices, and table of contents are satisfactory. 
A helpful guide in the initial development of 
an electronic-behavioral laboratory. 

Max Fink, M.D., 
Glen Oaks, L. I., N. Y. 


PsycHoTHERAPY OF CHRONIC SCHIZOPHRENIC 
Patients. Edited by Carl A. Whitaker. 
(Boston : Little, Brown and Co., 1958, pp. 
219. $5.00.) 


The prospect of reviewing a 3-day confer- 
ence, which often extended into the wee hours 
of the morning, might in itself be overwhelm- 
ing if it were not for the inherent promise of 
help and encouragement in the treatment of 
chronic schizophrenics. The report of the con- 
ference of October 1957 is made up of a re- 
view of the 8 sessions and a summary. Each 
session is moderated by one of the participants. 
The most unusual feature of the book is its 
informality. Eight experts in the field of psy- 
chotherapy, 7 of whom were practicing psy- 
chiatrists and one an anthropologist, were en- 
couraged to discuss in a matter-of-fact way 
their views on this subject. The interchange 
was recorded and later reviewed by each con- 
tributor, so that spontaneity is preserved. 

The first chapter, Diagnosis and Prognosis, 
moderated by Malcolm L. Hayward of Phila- 
delphia, begins with the happy approach of 
using treatability as an operational diagnosis. 
Though Hayward is worried lest the reader 
find this chapter confused and disorganized, 
the sophisticated student will have more of a 


feeling of amused toleration and a realization 
that others, like himself, are overwhelmed by 
the complexities of this disease. On the basis 
of the abilities of the therapist, at least a group- 
ing of schizophrenia is deemed possible. 

The next chapter, Schizophrenic Distortions 
of Communication, moderated by Gregory 
Bateson, is a record of a lively interchange on 
the patterning of schizophrenia. It ends with 
a delightful illustration of the schizophrenic 
mother and her effect upon others in her en- 
vironment. It also points up the argument 
about whether schizophrenia is an illness or a 
learned way of functioning. The mother had 
more of an effect on the narrator of the story 
than he realized. 

In the chapter on Orality, moderated by 
Carl Whitaker, the group is unable to define 
oral deprivation. In any case, Whitaker be- 
lieves that schizophrenia is more complex than 
oral deprivation. He postulates 3 possible fac- 
tors in the etiology of this disease: (a) de- 
privation of closeness ; (b) a noxious ingredi- 
ent; (c) a lack of remedial life experience. 
All participants agree that the therapeutic 
processes involved do not lend themselves to 
“simple technical rules.” 

Anality is moderated by John Warkentin, 
who opens with the psychotherapeutic truism 
that “replacement therapy” is not enough. Al- 
so, that both in the etiology and treatment of 
schizophrenia major factors become operative 
after the oral period of psychosexual develop- 
ment. In this section the preoccupation with 
the schizophrenogenic mother is abandoned. 
The aspects of anality-control, guilt and ag- 
gression raise the image of the father. Warken- 
tin says that it is all right to let the patient 
“win” when the therapist is paternal, but that 
he should not be allowed to win when the 
therapist is “maternal.” Allowing the patient to 
win when the therapist is maternal may even 
increase the risk of suicide. Does indifference 
in the therapist express accumulated deep 
anger and isn’t it expressed exactly the same 
way as indifference in the schizophrenic pa- 
tient ? The etiology of schizophrenia then does 
not only depend on the failure of feeding by 
the mother, but also on the failure of the 
father to assume his masculine control. The 
therapist must first establish a firm masculine 
contact to overcome the patient’s stubbornness. 
The patient then regresses to an oral level 
where he can accept the therapist’s maternal 
function. There are advantages of multiple 
therapy and group therapy in this connection. 
Also, flatness and indifference on the part of 
either the patient or the therapist represents 
an impasse in treatment. 
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Family and Sexuality is moderated by Don 
Jackson. Malone makes a statement that the 
amount of milk varies with the extent and 
openness with which the male expresses his 
love for the female which, if substantiated, 
would be the real proof that the father plays 
a leading role in the production of schizo- 
phrenia. All agree that the success of therapy 
of schizophrenia usually requires that the thera- 
pist be family-oriented rather than patient- 
oriented. If the patient is living with his par- 
ents, it usually will be necessary to include 
them in some form of psychotherapy. 

Counter-transference is moderated by Thom- 
as P. Malone. “The kind of person who psy- 
chologically treats schizophrenia is apt to be 
the kind of person who has available the kind 
of feelings that are apt to make the patient 
accept these feelings as being true; second, 
the intensity of the patient’s need for such 
feelings and juxtaposition of these two things 
creates the phenomenon.” Growth, or possibly 
a change in the personality of the therapist, 
occurs in the treatment of schizophrenic pa- 
tients. The therapist tends to grow in areas 
parallel to those in which the patient grows. 

The chapter on Management of the Patient 
is moderated by John N. Rosen. He is opposed 
to hospital treatment “currently” because they 
cannot offer the patients the enormous amount 
of individual therapy they require. Also, in 
hospitals there are antagonisms, hostilities and 
jealousies that make friction and intolerance. 
This interferes with the individual attention 
to the patient. 

Family Management is moderated by Ed- 
ward Taylor, who points out that all mental 
illness develops in a family and is present in 
several members of the family. The partici- 
pants agree that to treat a psychotic patient 
one must also treat his reactions to members 
of his family and forces within the family 
that produce the psychosis. The corrective 
forces that they recommend are as follows : 
1. Provide maximum freedom for the patient, 
psychologically. 2. Provide maximum security 
for his physical care. 3. Provide maximum 
honesty and predictability in the patient's 
treatment world, that is, protecting him from 
counter-transference with people working 
around him which might make him feel con- 
fused and betrayed in this world. 

The emotional climate of tolerance, which 
is so necessary for the patient to be able to 
experience his own anxiety and anger, is well 
illustrated by these sessions where 6 of our 
colleagues met in mutual tolerance and frank- 
ness. While some may be puzzled by this ap- 
proach, it was very helpful to me. It stimu- 


lated my therapeutic efforts in both individual 
and group treatz.ent. It has been an aid in 
teaching and supervision. Congratulations to 
the editor and his co-authors! 
Donavp A, SHasKAn, M.D., 
Veterans Administration, 
San Francisco, Calif. 


Economics or MentAt I.iness. By Rashi 
Fein, Ph.D. (New York : Basic Books, Inc., 
1958, pp. 164. $3.00.) 


This is the second report of the Joint Com- 
mission on Mental Illness and Health. In it 
Dr. Fein, an economist, estimates as accurately 
as available data allow, the total annual cost 
of mental illness in the United States. The 
total cost is calculated by the addition of two 
factors, the direct and indirect costs. The direct 
costs are the actual public and private ex- 
penditures for the care of the mentally ill plus 
the cost of scientific research in this field. The 
indirect costs include the hidden expenses of 
mental illness, the lost production, lost income, 
and loss of future earnings. 

Unfortunately the validity and pertinence of 
the data used in this task vary enormously. No 
one “typical” year can be selected because 
important data are not equally available for 
every year. Hence information is culled from 
sources ranging in dates from 1949 to 1957. 
During even this relatively short span it is 
certain that costs of care have gone up and 
that prognostic outlook for patients under treat- 
ment has changed. Inevitably too, in arriving 
at the best guess of total costs certain very 
accurate and precise figures must be added to 
those for which the accuracy is very doubtful. 

In spite of these difficulties, which of course 
are freely admitted, Dr. Fein is able to esti- 
mate that as a basic minimum, the United 
States is spending 1.7 billion dollars a year 
in direct costs and .7 billion in indirect costs. 
And this does not include the cost of treatment 
of mentally ill patients by general practitioners 
and internists. If this and certain other omitted 
categories were included the total estimate 
would certainly amount to more than 3 billion 
a year. 

The value of this study lies in the clear 
analysis of the methods of computing from in- 
adequate data a figure which has some sig- 
nificance relative to other major public and 
private expenditures—education for example, 
or alcoholic beverages. Dr. Fein points out 
that in the last analysis the public must de- 
cide what it will spend money on. Obviously 
it cannot afford to buy everything it wants. 
The decision as to whether a large part of the 
national income will be spent on mental ill- 
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ness and health or on alcohol or motor cars 
is a matter of public values. The nation can 
afford to spend more on mental illness if it 
spends less on something else. The investment 
of more money in direct costs may reduce the 
indirect costs to the point where the total bill 
is reduced. 

Suggestions as to what should be done in 
order to make an accurate accounting of the 
costs of mental illness possible are included in 
the study. 

For those interested in the statistical di- 
mensions of mental illness, this is an excellent 
report and a valuable reference. 

J. D. Grirrin, M.D., 
General Director, 
Canadian Mental Health Association. 


A Textsoox Rorscuacn Test Diacnosis. 
By Ewald Bohm, Ph.D. Translated by Anne 
G. Beck, M.A. and Samuel J. Beck, Ph.D. 
(New York : Grune and Stratton, 1958, pp. 
322, $7.75.) 


Doctor Bohm, a keen exponent of the Ror- 
schach as a clinical tool, gives us a complete 
description of present European principles and 
practices as regards this instrument. 

Students will welcome the reformulation of 
principles of personality vital toward under- 
standing the rationale of the Rorschach. This 
is done with regard to types of personality in 
relation to clinical pictures. There is also a re- 
freshing exposition on the meaning of separate 
variables, more fully than this reviewer has 
hitherto seen in the English literature. 

The Becks have done an excellent job in 
translating this volume from the German. Read- 
ers will also profit from the various interpreta- 
tive leads, points of departure for research and 
coverage of the literature. 

ARTHUR LERNER, Pu.D., 
Psychology Department, 
Los Angeles City College. 


Herepiry Counsexinc. Edited by Helen CG. 
Hammons. (New York: Paul B. Hoeber, 
Inc., 1959, pp. 112. $4.00) 


In the whole of the United States there are 
only about 20 institutions to which the individ- 
ual in search of genetic counseling can go for 
advice. The truth is that everyone contem- 
plating marriage and the raising of a family 
requires some help in resolving questions of 
heriditary transmission, for human beings are 
the carriers of many deleterious genes, and 


the “normal” fitness of a population is simply, 
as Dobzhansky and Wallace have pointed out, 
an average expression of a multitude of geno- 
types all riddled with deleterious recessive 
genes. 

If the fitness of human beings is to be 
improved, some attention should be given to 
the problems which are likely to arise in a 
system characterized by random mating such 
as ours. Philosophers are not yet kings, and 
even geneticists don’t know a large number 
of the answers to the questions they are 
asked, but one thing is certain, and that is, 
that many tragedies could have been avoided 
for countless numbers of human beings, had 
heredity counseling been available to them. 

In the present small volume, 17 experts with 
experience in heredity counseling pool their 
knowledge, and underscore the importance of 
an area of theory and practice which sorely 
needs development. The volume, which is 
issued under the auspices of the American 
Eugenics Society, contains several original 
contributions, in addition to the more general 
discussion of the structure and functions of 
a heredity counseling service. 

AsHLEY Montacu, Pu.D., 
Princeton, N. J. 


NEUROANATOMY, NEUROPHYSIOLOGY 
AND Nevuro.ocy. With a Method of Brain 
Reconstruction. By Louis Hausman. 
(Springfield, Ill. : Charles C Thomas, 1958. 
$9.75.) 


This work represents a concise, integrated 
and comprehensive approach to clinical neuro- 
anatomy, and neurology. 
Based upon amplification of the method of 
teaching originally described by Adolf Meyer, 
it combines the study and simultaneous recon- 
struction of a three dimensional model of the 
nervous system. The text is illustrated by plates 
and tables and is to be employed in con- 
junction with the author’s Atlases 1 and 2 
published by Charles C Thomas. The material 
presented has been used for many years at 
Cornell University Medical College and New 
York University Medical College. The author's 
efforts to integrate basic science with clinical 
application have been successful. The type is 
clear, the style lucid and the presentation logi- 
cal. This book should be useful to teachers and 
students of neurology, neuroanatomy, and 
neurophysiology. 

Joun B. Doy M.D., 
Los Angeles, Calif. 
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To control agitation—a symptom that 
cuts across diagnostic categories 


Thorazine’, a fundamental drug in 


brand of chlorpromazine 

psychiatry -— Because of its sedative effect, ‘Thorazine’ is 
especially useful in controlling hyperactivity, irritability and hostility. 
And because ‘Thorazine’ calms without clouding consciousness, 
the patient on ‘Thorazine’ u sually becomes more sociable and more 


receptive to psychotherapy. 


SMITH 
leaders in psychopharmaceutical research KLINE& 


FRENCH 


fer 
. 


controls 
the acute 
psychotic episode 


elicits continuing 
cooperation 


promotes 
accessibility 


LITERATURE SUPPLIED ON REQUEST 


Sparine 


HYDROCHLORIDE 
Promazine Hydrochloride, Wyeth 
INJECTION TABLETS SYRUP 


References: 1. Frain, M.K.: J. Nerv. & Ment. Dis. 
125:529 (Oct.-Dec.) 1957. 2. Graffeo, A.J.: New 
York State J. Med. 58:2056 (June 15) 1959. 
3. Lesse, S.: Am. J. Psychiat. /13:984 (May) 1957. 


Wyeth Laboratories, Philadelphia 1, Pa. 


A Century of Service to Medicine 


; 
: 
: 
H 


An Interdisciplinary Approach 


ALCOHOLISM 


Proceedings of the First Annual Conference 
on Community Mental Health 
Social Science Institute 


Washington University 


@ For academic personnel interested in research 
on alcohol and behavior 


© For applied and lay people interested in the 
problems of alcohol and alcoholism 


The FIRST and ONLY work in the field to provide a 
current summary of the status of research in alcoholism 
from the perspectives of psychiatry, psychology, soci- 
ology, and physiology. 


This was the first annual conference on a frontier area 
in community mental health sponsored by the Social 
Science Institute of Washington University. The book 
itself, an outgrowth of the conference, was conceived to 
serve at least two purposes: 


1. It is a statement of the present status of 
knowledge about the forces involved in the 
appearance and course of alcoholism in peo- 
ple who live in communities. 


It is a platform from which the research 
scientist can launch further investigation of 
this phenomenon. 


The first section contains five original papers by noted 
researchers in the field of alcohol studies. In the second 
section are five original papers prepared by interdis- 
ciplinary teams and developing new perspectives in al- 
coholism research. 


Publication date November 1959 
$3.75 


114 pages 


CHARLES C THOMAS e PUBLISHER @ 301-327 East Lawrence Avenue e SPRINGFIELD e ILLINOIS 
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COMPREHENSIVE, 
THREE-LEVEL TREATMENT 
OF DEPRESSION 


AND ASSOCIATED ANXIETY 
; AND PHYSICAL TENSION 


RELIEVES DEPRESSION 
including symptoms such as crying, 
lethargy, loss of appetite, insomnia 


RELIEVES ASSOCIATED ANXIETY 
with no risk of drug-induced depression 


RELIEVES ASSOCIATED 
PHYSICAL TENSION 
by relaxing skeletal muscle 


hypothalamus 


thalamus and 
limbic system 


spinal cord 


“Deprol 


benactyzine + meprobamate 


= confirmed efficacy 
= documented safety 


SUPPLIED: Bottles of 50 light-pink, scored tablets 
COMPOSITION: Each tablet contzins 1 mg. benactyzine HCl 
and 400 mg. meprobamate 


(if) WALLACE LABORATORIES + New Brunswick, N. J. 


T rRave-manx c0-9290 
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Cogentin. 


METHANESULFONATE (Benztropine Methanesulfonate) 


in all forms of parkinsonism 


ea single bedtime dose permits restful sleep... e prevents morning rigidity... e “is often sufficient 
to control symptoms for 24 hours’? 

Cocentin “will counteract rigidity, contractures, frozen states and muscle cramps better than 
any current preparation”? without drowsiness or fogginess,* and even control major tremors 
unrelieved by other medications.’ CoGcentin usually permits continuation of full-strength tran- 
quilizer therapy if parkinsonian symptoms develop. And Cocentin has not shown cumulative 
toxicity. No serious reactions have been reported even after treatment lasting as long as 
four years.* 


References: 1. Doshay, L. J.; Constable, K., and Zier, A.: Neurology 3:360, 1953. 2. A.M.A. Council on Drugs: 
New and Nonofficial Drugs, Philadelphia, J. B. Lippincott, p. 242, 1958. 3. Brock, S., Mod.: Bull. New York 
Acad. Med. 32:202, 1956. 4. Doshay, L. J.: Parkinsonism and Its Treatment, Philadelphia, J. B. Lippincott, 
pp. 87-88, 1954. 5. Doshay, L. J.: J.A.M.A. 162:1031, 1956. 

Dosage and Administration: Recommended dosage is one-half to one tablet two or three times a day. If 
higher doses are required, the patient should be closely observed and dosage adjusted as indicated. A decrease 
in dosage is rarely necessary. Additional information on Cocentin is available to physicians on request. 
Supplied: As a 2 mg. quarterscored tablet in bottles of 100 and 1000. 

Cocentin is a trademark of Merck & Co., Inc. 


@&D merck Sharp & Dohme bDivisioN OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Vo facilitate psychotherapy in the emotionally disturbed child, and to enable 
him to lead a stable life during such therapy, adjunctive treatment with Prozine 
is often advantageous. In reporting on 176 disturbed children who received Prozine, 
Ehrmantraut et al.' found that 85.8 per cent showed moderate to marked improve- 
ment in behavior reactions and adjustment to institutional care. 


Prozine, designed for the treatment of moderate to severe emotional disturbances, 
helps control psychomotor agitation as well as anxiety and tension. 


1. Ehrmantraut, W., et al.: Scientific Exhibit Presented at the District of Columbia 
Medical Society Meeting, Nov. 24, 1958, Washington, D.C. 


PROZINE 


meprobamate and promazine hydrochloride, Wyeth 


SPECIFIC CONTROL THROUGH DUAL ACTION 


*Trademark Philadelphie 
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90% of anxious, agitated 
and apathetic office patients 


calmed without drowsiness 
and with normal drive restored... 


on one or two 0.25 mg. tablets b.i.d.: 


This is the pattern of performance for 


PERMITIL 


Fluphenazine dihydrochloride 
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In Anxiety and Anxiety-induced Depression 


“In contrast to other phenothiazines, it [PERMITIL] mitigates 
apathy, indifference, inertia and anxiety-induced fatigue. 
Thus, instead of impeding effective performance of daily tasks, 
it increases efficiency by facilitating psychic relaxation. Con- 
sequently, acceptance of this drug, especially by office patients, 
has been excellent.”! 


@ In 608 patients with anxiety and anxiety-induced fatigue 
or depression, PERMITIL, administered in small daily doses of 
0.5 mg. to 1 mg., produced significant improvement in 90%.? 
@ PeERMITIL is virtually free from side effects at recom- 


mended dosage levels. 


w Patients become calm without being drowsy and normal 


drive is restored. 

w@ Onset of action is rapjd; effect is prolonged. 

@ PeRMiTIL does not potentiate barbiturates or non-barbitu- 
rate sedatives and can be used with impunity with such agents. 


How to prescribe Permitit: The lowest dose of Permitit that will pro- 
duce the desired clinical effect shquld be used. The recommended dose 
for most adults is one 0.25 mg. tablet twice a day (taken morning and 
afternoon). Increase to two 0.25 mg. tablets twice a day if required. Total 
daily dosage in excess‘of | mg. only in patients with 
relatively severe symptontswhich are uncOptrolled at lower dosage. In 
such patients, the total daily dose may be ificreased to a maximum of 
2 mg., given in divided amounts. a a concerning the 
use of PEerMiTIL is available on request. 


suPPLIED: Tablets, 0.25 mg., bottles of 50 and 500. 


REFERENCES: 1. Ayd, F. J., Jr.: Current Therapeutic Researc bk (Oct.) 1959. 
2. Recent compilation of case reports received by the M ‘TPepartment, 
White Laboratories, Inc. 
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depressed 


remove the depression with new 
a true antidepressant 


rapidly effective — antidepressant response 
often within a few days; complete remission 
usually within 2 to 6 weeks, in 4 out of 5 

low toxicity—no significant reports of tox- 
icity to liver, blood or kidneys.’ 


WA PSO! 


brand of phenelzine dihydrogen sulfate 


corrective—helps remove the depression, 
rather than merely masking the symptoms... 
restores the mild-to-deeply depressed patient 
without institutionalization and without re- 
course to ECT in most cases.""”” 

simple dosage—1 tablet 3 times a day. 


INDICATIONS: Mild to severe depressions, depressions 
associated with chronic diseases such as angina pec- 
toris and rheumatoid arthritis. Improves the depressed 
phase of affective (manic-depressive) psychosis, and 
relieves the depression of catatonic schizophrenics, al- 
though not affecting the psychosis per se. SIDE EFFECTS: 
Occasional postural hypotension and infrequent nau- 
sea, ankle edema, delayed micturition or constipation 
are managed by appropriate adjunctive therapy, or 
dosage reduction. posacGE: One tablet three times a 
day. After remission, reduce to a maintenance level of 
1 or 2 tablets a day. suppLiep: Orange-coated tablets, 
each containing 15 mg. of phenylethylhydrazine pres- 


ent as the dihydrogen sulfate. Bottles of 100. cauTION: 
Nardil should be withheld or used with extreme cau- 
tion where the patient has a history of liver disease or 
liver damage is present. Hypotensive patients should 
be under close medical supervision. 


REFERENCES: 1. Sainz, A.: Ann. New York Acad. Sc. 80:780, Art. 3 (Sept. 
17) 1959. 2. Thal, N.: Dis. Nerv. System 20:197 (May, Pt. 1) 1959. 
3. Saunders, J. C., Kline, N.S., et al. : Am. J. Psychiat. 
116:71, 1959. 4. Arnow, L. E.: Clinical Med. 6 :1573, 
1959. 5. Dickel, H. A., et al.: Clinical Med. 6:1579, 
1959. 6. Dunlop, E.: Rhode Island M. J. 42 656, 1959. 
7. Sainz, A.: Dis. Nerv. System 20 :537, 1959. 8. Sar- 
wer-Foner, G. J., et al.: Canad. M.A.J. (in press) 
1959. 9. Hobbs, L. F: West Virginia M. J. (in press) 
1959. 10. Dunlop, E. : Dis. Nerv. System (in press) 1959. mommies PLAINS, wo 
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Stelazine 


brand of trifluoperazine 


to help you reach 
the chronic psychotic 


Because of its clinically demonstrated effec- 
tiveness in the treatment of chronic psychotics, 
‘Stelazine’ therapy should be tried for such 
patients, no matter how discouraging the re- 
sults of previous therapies may have been. 


an awakening effect 


Allen! reports that ‘Stelazine’ had an awaken- 
ing effect on chronic patients “who had 
previously been lacking ambition, initiative, 
or interest in their surroundings.” 


delusional and hallucinatory 
trends alleviated 


‘Stelazine’ also “alleviated delusional and hal- 
lucinatory trends and facilitated communica- 
tion and psychotherapy. ... To appreciate 
the significance of this progress, it must be 
remembered that these patients had spent 
years on closed wards, beyond the reach of any 
available form of therapy.” 


1. Allen, V.S.: Trifluoperazine in the Treatment of Drug-Resist- 
ant Schizophrenics, J. Clin. & Exper. Psychopath. 20:247 (Sept. ) 
1959. 


KLINE & 
FRENCH 


leaders in psychopharmaceutical research 


PI LE P 
= 
Today she is a babysitter ™ with her own 196 
grandchildren. even a generation bef fore & 
she might never have “nl the joys of ae 
marriage and family. Here is a story shared 
by thousands who lead active lives today 
because of modern anticonvulsant therapy. 
Rarely has the progress of medicine touched 
so many lives with such drama and humanity. 
Presented here are five distinguished 
anticonvulsants. They can help you give the 
most precious of all gifts: a normal life. 


Anticonvulsants by Abbott 


PEGANON E® (Ethotoin, Abbott)—A 
hydantoin of exceptionally low toxicity. Indicated 
for grand mal and psychomotor seizures. 
PHENURON E® (Phenacemide, Abbott)—Often 
effective when other agents fail. For grand mal, 
petit mal, psychomotor and mixed seizures. 
GEMONIL® (Metharbital, Abbott) —Relatively 
non-toxic. For grand mal, petit mal, 
myoclonic and mixed seizures symptomatic 
of organic brain damage. 
TRIDIONE® (Trimethadione, Abbott) 
PARADION E® (Paramethadione, Abbott) — 
Homologous agents. Afford symptomatic control 
,, of petit mal, myoclonic and akinetic seizures. 
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Akineto 


brand of biperiden 


PARKINSON’S DISEASE 


postencephalitic — idiopathic — arteriosclerotic 


DRUG-INDUCED EXTRAPYRAMIDAL DISORDERS 


parkinsonism — dyskinesia — akathisia 


MUSCULAR SPASTICITY NOT RELATED TO PARKINSONISM 


ACTION Frequently diminshes akinesia, rigidity, and tremor 
with subsequent improvement in coordinated move- 
ment, gait, and posture. Masklike face disappears. 
Salivation and oily skin are decreased. Oculogyric 
crises are often lessened in intensity and frequency. 


SIDE EFFECTS Minimum (mainly dry mouth or blurred vision). 


DOSAGE Individual adjustment of dosage is necessary in all 
instances. Dose range extends from 2 mg. te 24 mg. 
daily, in divided doses. 


AVAILABLE Supplied as the hydrochloride salt, 2 mg. bisected tab- 
lets, bottles of 100 and 1000. 


Complete information furnished upon request. 


o NGE 


KNOLL PHARMACEUTICAL COMPANY NEW JERSEY 


(formerly Bilhuber-Knoll Corp.) 
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Lift the depression with Marplan. Therapeutically, 
Marplan is a new, more active amine oxidase regulator. 
Clinically, it is safer. Medically, it represents a major 
breakthrough in the chemotherapy of depression. 
Marplan has been evaluated by some 300 investigators 
who reported its use in more than 4000 patients. Re- 
sults have been impressive — frequently dramatic, and 
side effects have been markedly fewer and less severe. 
, Indications range from moderate to severe psychiatric 
disorders with associated symptoms of depression, with- 
drawal or regression. Marplan is also valuable as an 
adjunct in psychotherapy to facilitate the patient's re- 
sponsiveness. Complete literature giving dosage, side 
effects and precautions is available upon request and 
should be consulted before prescribing. 


Supplied: 10-mg tablets in bottles of 100 and 1000. 


Bibliography: 1. H. F. Darling, W. Kruse, G. F. Hess and M. G. Hoermann, 
Dis. Nerv. System, 20:269, 1959. 2. W. B. Abrams, A. Bernstein, V. D. 
Mattia, Jr., R. J. Floody and L. O. Randall, Scientific Exhibit, American 
Medical Association Meeting, Atlantic City, N. J., June 8-12, 1959. 3. Re- 
ports on file in the Department of Pharmacology, Roche Laboratories. 
4. Clinical reports on file, Roche Laboratories. 5. L. O. Randall and R. E. 
Bagdon, Dis. Nerv. System, 19:539, 1958. 6. W. Hollander and R. W. 
Wilkinson, in J. H. Moyer, Ed., Hypertension, Philadelphia, W. B. Saun- 
ders Co., 1959, p. 399. 7. R. W. Oblath, paper read at American Therapeu- 
tic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
8. I. Kimbell, paper read at Cooperative Chemotherapy Studies in Psy- 
chiatry, 4th Annual Research Conference, Memphis, Tenn., May 20-22, 
1959. 9. L. Alexander and S. R. Lipsett, Dis. Nerv. System, 20( Suppl. ): 26, 
1959. 10. A. L. Scherbel and J. W. Harrison, Ann. New York Acad. Sc., 
80:(3), 820, Sept. 17, 1959. 11. S. L. Cole, paper read at American Thera- 
peutic Society, 60th Annual Meeting, Atlantic City, N. J., June 6, 1959. 
12. L. O. Randall and R. E. Bagdon, Second Marsilid Symposium, Chicago, 
Iil., May 8, 1958. 13. O. Resnick, Ann. New York Acad. Sc., 80:(3), 726 
Sept. 17, 1959. 14. G. Zbinden and A. Studer, ibid., p. 873. 15. T. R. Robie, 
Dis. Nerv. System, 20:182, 1959. 


MARPLAN )hydrazine ROCHE® 


ROCHE 
LABORATORIES 
Division of 
Hoffmann-La Roche Inc. 
Nutley 10,N. J. 


achieves a happy @ balance of potency/safety 
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hrouGh the centuries, 
one Of the areas 
inaccessiBle to TREATMENT 
has BEEN OEPRESsION. 


we 


For the modern treatment of depression 
A new drug from Pfizer research 


“NIAMID 


brand of nialamide 


a specific for depression 


When NIAMID is used as an adjunct to psychiatric procedures, patients 
become more accessible and more manageable. 


* Clinically effective in a broad range of depressive syndromes including: involutional 
melancholia, reactive depression, depressive stage of manic depressive or schizophre- 
nic reaction, senile or arteriosclerotic depression, postpartum depression. 


* Frequently effective in regressed patients in whom other therapy has failed. 
* Favorable behavioral changes reduce the need for electroshock therapy. 


* A high degree of safety already proved in several thousand patients—NIAMID has not 
been reported to cause jaundice, agranulocytosis, Parkinson-like extrapyramidal 
symptoms or visual disturbances, and hypotensive effects have rarely been noted. 


* Side effects are infrequent and mild, and often lessened or eliminated by a reduction 
in dosage. 


DOSAGE: Start with 75 mg. daily in single or divided doses, and adjust according to patient 
response. NIAMID acts slowly, without rapid jarring of physical or mental processes. While 
some patients respond to NIAMID within a few days, most require at least two weeks before 
gaining full therapeutic benefit. Other patients may need a longer period of therapy. In 
chronically depressed or regressed psychotics, prolonged administration of larger doses may 
be required (as much as 450 mg. daily has been used). 


PRECAUTIONS: NIAMID has not been reported to cause jaundice; however, in patients with a 
history of liver disease, the possibility of hepatic reactions should be kept in mind. 


SUPPLY: NIAMID is available as 25 mg. (pink) and 100 mg. (orange) scored tablets. 


Already clinically proved in several thousand patients — 


References: 1. Alexander, L., and Lipsett, S. R.: Dis. Nerv. System 20 Cees): 26 (Aug.) 1959. 2. Ayd, F., Jr., Bianco, E., and 
Zullo, L.: Dis. Nerv. System 20 (Suppl.) :34 (Aug.) 1959, 3. Ayd, F. J., : Clinical Medicine 6: 1569 (Sept.) 1959. 4. Bloom, 
B. M., et al.: Presented April 1959 Meeting of the American Chemicai Seutote. 5. Bloom, B. M., et al.: Dis. Nerv, System 
20 (Suppl. ):10 (Aug.) 1959. 6. Delahunt, C. S.: Presented April 1959 Meeting of the Federation of American Societies for Ex- 
perimental Biology. 7. Feldman, P. E.: Dis. Nerv. System 20 (Suppl.):41 (Aug.) 1959. 8. Freed, Dis. Nerv. System 20 
(Suppl.) :32 (Aug.) 1959. 9. Goldman, D.: Dis. Nerw System 20 (Suppl.):45 (Aug.) 1959. 10. | J. A., Diss 
Nerv. System 20 (Suppl.):50 (Aug.) 1959. 11. Kline, N. S.: Dis. Nerv. System 20:482 (Oct.) 1959. 12. Mouratoff, G. ; 
Grossman, A. J., and Batterman, R. C.: Dis. Nerv. System 20 (Suppl.):38 (Aug.) 1959. 13. Parker, S.: Dis. Nerv. System 
20:113 (Nov.) 1959. 14. Pfeiffer, C.: Dis. Nerv. System 20 (Suppl.):16 (Aug.) 1959. 15. Proctor, R. C.: Dis. Nerv. System 20 
(Suppl.) :53 (Aug.) 1959. 16. Robie, T. R., Wroblewski, F., and aoe. E.: Dis. Nerv. System 20 (Suppl.):18 (Aug.) 1959. 
17. Rowe, R. P., s al.: Proc. Soc, Exper. Biol. & Med., in press. _— R, P.: Dis. Nerv. System 20 (Suppl.):5 (Aug.) 
1959. 19. Rowe, P., et al.: Fed. Proc. 18:441, 1959. 20. Rchneider, J. A., and P’an, S. Y.: Presented June 1959 Meeting 
of the Society of Sichsalea! Psychiatry, Atlantic ‘City, N. J. 21. Shipley, T.: Dis. Nerv. System 20 (Suppl.) :55 (Aug.) 1959. 
22. Smith, J. A.: Dis. Nerv. System 20 (Suppl.):47 (Aug.) 1959. 23. Udenfriend, S.: Dis. Nerv. 7 20 (Suppl.):14 
(Aug.) 1959. 24. Vaisberg, M., et al.: Dis. Nerv. System 20 (Suppl.):22 (Aug.) 1959. 25. Wolffe, J. B., and Shubin, H.: 
Clinical Medicine 6:1563 (Sept.) 1959. 


A Professional Information Booklet giving detailed information on NIAMID is available on request. 


Pfizer) Science for the world’s well-being™ 


PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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BOOKS 


Coming in May—a new book which provides 
a systematic framework for the analysis and better understanding 
of language and the higher mental processes in general 


LEARNING THEORY AND THE SYMBOLIC PROCESSES 


By O. Hobart Mowrer, University of Illinois. During the past decade, few de- 
velopments in the behavioral sciences have been so striking and significant as those 
pertaining to the symbolic processes. This book describes and interprets these 
developments. The special idea which emerges is that of imagery and, with it, 
the whole domain of cognitive (symbolic) processes and consciousness. Among 
the book's special features are: 

@ Is built upon, and articulates with, a sound and comprehensive system of be- 
havior theory (Learning Theory and Behavior). 

@ Gives an unusually comprehensive account of mediational processes—in relation 
to so-called latent learning. 

Contains a superior conception of language learning—the autism theory. 

Offers the only extensive account of what may be called sentence psychology. 

Relates the discussion to servo-theory and cybernetics. 

Gives a full discussion of the representational theory of thought. 

Ready May 1960. Approx. 416 pages. Prob. $6.95. 


Ready next month—the companion volume 


LEARNING THEORY AND BEHAVIOR 


By O. Hobart Mowrer. The scientific developments which are antecedent to those 
delineated in Learning Theory and the Symbolic Processes are described in this 
book. Using a predominately historical and analytical approach, Dr. Mowrer ex- 
amines both research and conjecture in a broad context and makes use of many 
new experimental findings not available to earlier system makers. Nevertheless, he 
draws extensively upon the theories of others, reshaping and reinterpreting them 
to develop a new, over-all system with greater scope and power than previously 
achieved. 1960. Approx. 520 pages. Prob. $5.75. 


Check also— 


THE NEUROCHEMISTRY 
OF NUCLEOTIDES AND AMINO ACIDS 


Edited by Roscoe O. Brady and Donald B. Tower, both of the National Institute 
of Neurological Diseases and Blindness. This volume contains the papers and full 
discussions of a symposium organized by the Section on Neurochemistry of the 
American Academy of Neurology under the sponsorship of the Council of the 
National Institute of Neurological Diseases and Blindness. It was prepared to 
provide research workers with an accurate and convenient reference to the roles 
and metabolism of nucleotides and amino acids in the central nervous system, and 
to acquaint them with problems under investigation and still unsolved. 1960. 
Approx. 260 pages. Prob. $9.50. 

Send for examination copies. 


JOHN WILEY & SONS, Inc. Seaman 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach * Supervised Recreational Program 
Consultants in Psychiatry 
Lorant Forizs, M.D. Samvel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Approved by American Psychiatric Assn., Accredited by Joint C on Accreditation of Hospitals 
Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 


Medical Director 


HIGHLAND HOsPITAL, Inc. 


ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and 
treatment procedures—insulin, electroshock, psychotherapy, occupational 
and recreational therapy—for nervous and mental disorders. 

The Hospital is located in a 75-acre park, amid the scenic beauties of the 

Smoky Mountain Range of Western North Carolina, affording excep- 

tional opportunity for ayes! and nervous rehabilitation. 
The OUT-PATIENT CLINIC offers diagnostic services and thera- 
peutic treatment for selected cases desiring non-resident care. 


R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 
Medical Director Associate Medical Director 
JOHN D. PATTON, M.D. 
Clinical Director 
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1220 DEWEY AVENUE 


WAUWATOSA 13, WISCONSIN 


A DYNAMICALLY ORIENTED HOSPITAL FOR THE 
TREATMENT OF MENTAL AND EMOTIONAL ILLNESSES Be 
For information write to Department of Admissions 1” 
Tel. No.: Bluemound 8-2600 


ESTABLISHED 1884... BOOKLET ON REQUEST 
Fully Accredited 


An Integrated Approach to .. . 


SCHIZOPHRENIA 
Edited by ALFRED AUERBACK, 
University of California School of Medicine 


Sponsored by the American Psychiatric As- 
sociation, this book provides an authoritative 
survey of recent progress in the understanding 
and treatment of schizophrenia. Integrates 
research findings of psychiatrists with those of 
anthropologists, ethnologists, and sociologists 
in the fields of communication and _intra- 
family relationships. Covers latest psycho- 
therapeutic techniques; reviews Russian de- 
velopments in neurophysiology; outlines cur- 
rent biochemical studies on taraxein; appraises 
the narcoleptic drugs used in the treatment of 
schizophrenia; etc. 1959. Illus., 224 pp. $5.50 


CLINICAL STUDIES in 
CULTURE CONFLICT 
Edited by GEORGENE SEWARD, 
University of Southern California 
An invaluable casebook by the author of 
PSYCHOTHERAPY AND CULTURE CON. 
FLICT. Discusses cultural disturbance prob- 
lems in patients from 5 ethnic sub-cultural 
groups. 25 Contributing authorities. 1958, 22 
ills., 587 pp. $7 


THE RONALD ‘PRESS COMPANY 
15 East 26th Street, New York 10, N. Y. 


CARE and TRAINING for the 
MENTALLY RETARDED CHILD 


The Training Schooi at Vineland provides care and 
treatment for boys and girls 2 years or older with 
mental potential of 6 years. Complete professional 
staff. Electroencephalographic, and neurological ex- 
aminations, individual psychiatric, psychological, 
physiological, and speech observations and thera- 
pies. 
SIX COMPREHENSIVE PROGRAMS: 

® Observation and © Residential Supervision 

Diagnosis © Summer Program 
© Education and Training @ Psychiatric Treatment 
© Custodial Care Center 


The educational program aims at maximum devel- 
opment of each child. Training includes self-care; 
group living; formal classroom education; develop- 
ment of practical habits, attitudes and work skills. 
Children live in homelike cottages on 1600-acre 
estate. School, hospital, chapel, swimming pools, 
lake, working farm. The Training School Research 
Laboratory is famed for continuous study of causes, 
prevention and treatment of mental retardation. 
Established 1888. For information write: Registrar, 
Box N. 


THE TRAINING SCHOOL 


AT VINELAND, NEW JERSEY 


A private, non-profit residential center for the care and 
treatment of the mentally retarded 
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HALL-BROOKE HOSPITAL 
An Active Treatment Hospital, located one hour from New York 


Accredited by:The Central Inspection Board of the American Psychiatric Association 
The Joint Commission on Accreditation of Hospitals 


HALL-BROOKE, GREENS FARMS, BOX 31, CONN. 


Telephone: WESTPORT CAPITAL 7-1251 


George S. Hughes, M.D. Robert Isenman, M.D. 
Leo H. Berman, M.D. John D. Marshall, Jr., M.D. 
Albert M. Moss, M.D. Edward M. Keelan, M.D. 
Louis J. Micheels, M.D. Peter P. Barbara, Ph.D. 


THE BRETT SCHOOL 


DINGMANS FERRY, PENNSYLVANIA 
In the Foothills of the Poconos 


Intensive, highly individualized personal training for a small 
group of girls over five years of age. Carefully chosen stafi. 
Special modern teaching techniques and program of therapeutic 
education. Varied handicrafts, cooking, nature study and field 
trips. Outdoor games, picnics and other activities. Comfortable, 
homelike atmosphere. Close cooperation with family physician. 
70 miles from New York City. 


Di " Frances M. King, formerly Director of the Seguin School References 
trectors / Catherine Allen Brett, M.A. Telephone Dingmans Ferry 8138 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, offering general, business, academic, 
and college emtrance courses from grade seven through high school. The school is accredited by the 
New York State Department of Education, and a majority of its graduates regularly enter college 
or junior college. It is psychiatrically oriented and is well equipped with the most modern methods 
and procedures, not only in academic, recreational and modern school environment fields, but 
particularly in personnel and guidance of each individual student. A full-time »sychiatrist and 
psychologist are in residence. Our work emphasizes a much wider concept of student training and 
growth than is conceived of in present-day education. Educating the student as a person, adjusting 
and maturing his personality is a primary aim. 


V. V. ANDERSON, M.D., LL.D., Director 


For further information write to 
Lewis H. GAGE, M.A., Headmaster 


84 miles from New York City Telephone: TUrner 9-3571 


The Children’s Service 


Outpatient consultation, evaluation and treat- 


nosent 6. ment for infants and children of grade school to 
SWITZER, M.D. 


pisctoa 18. Residential treatment for elementary grade 


children with emotional and behavior problems. 


The Menninger Clinic 


TOPEKA, KANSAS 
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SAFE 

The Mot-ac «1 provides the highest degree 
of complete electrical isolation, by far exceeding 
official code requirements, to assure the maxi- 
mum in safe operation. 


EFFECTIVE 


Clinical results have been uniformly excellent. 
Side effects are automatically reduced. The 
MOL-ac 11 is acclaimed internationally by lead- 
ing physicians and institutions. 


AUTOMATIC 


The Mot-ac 11 provides a highest initial cur- 
rent to initiate seizure pattern with an automatic 
reduction to safe low voltage in every case. 
Instantly and automatically re-set for repeated 
treatments. 


EASY TO USE 


Controls are simplified — one 3-position cur- 
rent intensity dial and one treatment switch. 
Just plug in ordinary AC current and the 
MoL-ac 11 is ready for immediate use. The 
MOL-ac 11 has a handsome walnut case. Attrac- 
tively priced at $100.00 complete with phy- 
sician’s bag and attachments. 


DURABLE 


Ingenious design with only one moving part. 
Remarkable freedom from service requirement. 


Reiter leads in progressive research. 


AN, OFFICIALLY APPROVED INSTRUMENT 


N REITER, Se.D. 
64 WEST 48t\STREET, NEW YORK 36, N. Y. 
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JOSIAH MACY, JR. FOUNDATION 


Announces the publication of 


THE CENTRAL NERVOUS SYSTEM AND BEHAVIOR 
Transactions of the Second Conference 
Edited by Mary A. B. Brazier, Neurophysiological Laboratory 
Massachusetts General Hospital 

Published with the cooperation of the National Science Foundation, this volume contains 
valuable material on the limbic system with respect to two basic life principles, the 
hippocampus and higher nervous activity, reversible decortication and behavior, electro- 
encephalographic studies in conditional reflex formation in man, as well as some impressions 
of the Colloquium on Electroencephalography and Higher Nervous Activity held in Moscow, 
USSR, October, 1958. 
342 pages, 87 illustrations, 2 color plates, | table, bibliography, index 00. commun $475 


NEUROPHARMACOLOGY 
Transactions of the Fourth Conference 
Edited by Harold A. Abramson, Biological Laboratory, Cold Spring Harbor, 
and State Hospital, Central Islip, New York 
The effect of respiratory poisons and anoxia on Siamese fighting fish in relation to 
LSD-25 reaction, clinical studies with taraxein, "stop" and "start" systems, and some 
relations between chemical structure and physiologic action of mescaline and related 
compounds, are some of the topics discussed in this stimulating volume. 
268 pages, 48 illustrations, 12 tables, index .. $5.00 
JOSIAH MACY, JR. FOUNDATION PUBLICATIONS 


16 WEST 46th STREET, NEW YORK 36, NEW YORK 
Please make checks payable to Josiah Macy, Jr. Foundation 
A catalog of all transactions in print will be sent upon request 


ATTENTION...... 


Extension of the reduced subscription rate of $5.00 (less than 
one-half the regular rate) for the AMERICAN JOURNAL OF 
PSYCHIATRY has been authorized to include medical stu- 
dents; junior and senior internes; first, second, and third year 
residents in training; and graduate students in psychology, 
psychiatric nursing, and psychiatric social work. 

In placing your order, please indicate issue with which 


subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1270 AVENUE OF THE AMERICAS NEW YORK 20, NEW YORK 
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What is the effect on man of 


The Undirected Society? 


Sm Georrrey Vickers’ book, The Undirected Society, makes a contribution 
to the literature exploring the effect of our society on the lives of the people 
at the mercy of its rules. It deals specifically with the impact of rapid indus- 
trialization on the well-being of the individual and is inspired by the belief 
that ordinary men and women need new concepts to make sense of their new 
and threatening situation and that these concepts are waiting to be won by 
a common effort. 


THE DISTINGUISHED AUTHOR acted as consultant to the project, Man and 
Industry, held at the University of Toronto in the years 1957-58, which brought 
together more than a hundred prominent Canadians from business, govern- 
ment, organized labour, the professions, and the social sciences. Sir Geoffrey is 
a member of Britain’s Medical Research Council and chairman of the research 
committee of the Mental Health Research Fund. 


THe PAPERS INCLUDED in the volume raise questions about human initiative and 
human valuation which challenge our understanding of the world we live in 
and of the processes of government—political, economic and social—which rule 
us and which we claim to rule. 162 pages $4.50 


Obtainable from your bookstore or direct from 
U. S. Customers Note: 


Toronto 5, CANADA Books shipped from New York 


Extension of the reduced subscription rate of $5.00 (less than one-half the 
regular rate) for the AMERICAN JOURNAL OF PSYCHIATRY has been 
authorized to include medical students; junior and senior internes; first, second, 
and third year residents in training; and graduate students in psychology, 


psychiatric nursing, and psychiatric social work. 
In placing your order, please indicate issue with which subscription is to start. 


Send subscriptions to: 


THE AMERICAN JOURNAL OF PSYCHIATRY 


1270 AVENUE OF THE AMERICAS NEW YORK 20, NEW YORK 
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SANITARIUMS and PRIVATE HOSPITALS 


BALDPATE, INC. 
Geo. Fleetwood 2-2131 Georgetown, Mass. 
Located in the hills of Essex County, 30 miles north of Boston 
For the treatment of 
psychoneuroses, personality disorders, psychoses, alcoholism and drug addiction. 


Definitive psychotherapy, somatic therapies, pharmacotherapy, milieu-therapy under 
direction of trained occupational and recreational therapists. 


Harry C. SOLOMON, M.D. GeorGE M. SCHLOMER, M.D. 
Consulting Psychiatrist Medical Director 


THE EMORY JOHN BRADY HOSPITAL 
401 SOUTHGATE ROAD, COLORADO SPRINGS, COLORADO 


MElrose 4-8828 


For the care and treatment of Psychiatric disorders. 
Individual and Group Psychotherapy and Somatic Therapies. 
Occupational, diversional and outdoor activities. 
X-ray, Clinical Laboratory and Electroencephalography. 
E. JaMEs Brapy, M. D., Medical Director 
C. F. Rice, Superintendent 


FrANcis A. O'DONNELL, M. D. RiIcHARD L. Conpe, M. D. 
Rosert W. Davis, M. D. H. C. Hosss, Ph. D. Clinical Psychology 


BRIGHAM HALL HOSPITAL 
CANANDAIGUA, NEW YORK 
FOUNDED 1855 
Individual psychotherapy, occupational and recreational programs, shock 
therapy, selected cases of alcoholism and addiction accepted. 


Special consideration for Geriatric cases. 
HOWARD W. BERG, M.D., Medical Director 


CEDARCROFT SANITARIUM & HOSPITAL, INC. 
12,101 COLUMBIA PIKE, SILVER SPRING, MD. 
MAfair 2-1200 
Nine miles from Washington, D. C. — In rural Maryland 


Dedicated to the Care of neuropsychiatric disorders requiring special supervision and guidance. 
Individual and group psychotherapy, occupational and activity therapy emphasized. All other 
accepted therapies are available. 


H. E. Andren, M. D. Member of N. A. P. P. H. 
Medical Director Accredited by joint Commission on Accreditati 
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COMPTON SANITARIUM 


820 WEST COMPTON BOULEVARD COMPTON, CALIFORNIA 
NE 6-1185 — NE 1-1148 


Member of American Hospital Association and National Association of 
Private Psychiatric Hospitals 


High Standards of Psychiatric Treatment Serving the Los Angeles Area 


Fully Approved by Central Inspection Board of APA 
Accredited by Joint Commission on Accreditation of Hospitals 


G. Burns, M.D. Heven Ristow Burns, M.D. 
Medical Director Assistant Medical Director 


FAIR OAKS 


Incorporoted 


SUMMIT, NEW JERSEY 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY 


20 MILES FROM NEW YORK CITY TELEPHONE CRestview 7-0143 
OscAR ROZETT, M. D. THOMAS P. PROUT, JR. 
Medical Director Administrator 


Established FALKIRK HOSPITAL 
CENTRAL VALLEY, N. Y. 
TELEPHONE: HIGHLAND MILLS, NEW YORK, WABASH 8-2256 
Devoted to the individual care and treatment of psychiatric disorders. An active therapy program 
and diversified buildings permits classification of patients. 


Located 2 miles north of Harriman Exit (No. 16) N. Y. State Thruway 
50 miles from New York City 


Member N.A.P.P.H. 


fully approved by Central Inspection Board of APA 
accredited by Joint Commission on Accreditation of Hospitals 


T. W. NEUMANN, JR., M. D. PERCY E. RYBERG, M. D. 
Director Clinical Director 


THE HAVEN SANITARIUM INC. 
ROCHESTER, MICHIGAN 


M. O. Wotre, M.D. RALPH S. GREEN, M.D. GRAHAM SHINNICK 
Director of Psychotherapy Clinical Director Manager 


A psychoanalytically oriented hospital for the 
treatment of mental and emotional illnesses. 


Telephone: OLive 1-9441 
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WINDSOR HOSPITAL 


A Profi i 
CHestnut 7-7346 Non Profit Corporation 1898 


CHAGRIN FALLS, OHIO 


A hospital for the treatment of Psychiatric Disorders. Booklet available on request. 


JOHN H. NICHOLS, M. D. G. PAULINE WELLS, R. N. HERBERT A. SIHLER, JR. 
Medical Director Administrative Director Secretary 


MEMBER: American Hospital Association - Central Neuropsychiatric Hospital 
Association - National Association of Private Psychiatric Hospitals 


Accredited: by the Joint Commission on Accreditation of Hospitals 


Keep and protect your Journals in this new 


VOLUME FILE CASE 


ATTRACTIVE 
INEXPENSIVE 
SERVICEABLE 


Note new price: $2.50 each: 
3 for $7.00 


Please add 25 cents postage for each 
file ordered 


ORDER DIRECT FROM 


AMERICAN JOURNAL OF PSYCHIATRY 

1270 Avenue of the Americas 

New York 20, N. Y. 

WHEN ORDERING PLEASE SPECIFY VOLUME NUMBERS 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, ROOM 1817 
New York 20, New York 


Enclosed herewith is $ for one year's subscription to the AMERICAN JOURNAL 
OF PSYCHIATRY beginning with Volume Number ... 


America Postage $.50 extra. New Volume began July 1959 issue. 
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NOW- 


Series Bonds 


turn 182 into 
fourteen months quicker 
than ever before 


Here are three new reasons why to- 
day’s Savings Bonds are the best 
ones in history: 

1. Every Bond bought since June 1, 
1959, earns 334% interest when held 
the full term. Series E Bonds now 
mature in 7 years, 9 months —four- 
teen months faster than ever before. 
Your older Bonds now earn more— 
an extra 44% from June 1 on, until 
maturity. 

All Series E Bonds, old and new, 
carry an automatic extension privi- 
lege now. This means they'll auto- 
matically keep earning liberal in- 
terest for 10 years beyond maturity. 

You get these new advantages, plus 

complete safety, guaran return, 

and protection against loss or theft. 

And, you can buy Bonds automati- 

cally through the Payroll Savings 

Plan at work. Plan to start saving 

with U.S. Savings Bonds now. 


MONEY GROWS 331/;% IN JUST 7 


AND 9 MONTHS WITH NEW SERIES E BONDS 


YOU SAVE MORE THAN MONEY 


with Savings Bonds 


The U.S. Government does not pay for this advertising. The Treasury Departmen! thanks 
The Advertising Council and this magazine for their patriotic donation. 
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‘Dexedrine’—one of the first psycho- 
motor stimulant-antidepressants— 
helps provide rapid symptomatic relief 
of psychomotor inhibition. The charac- 
teristic effects of ‘Dexedrine’ include 
a restored sense of energy and an 
increase in verbal response and phys- 


ical activity. 


DEXEDRINE® SPANSULE*® 


brand of dextro amphetamine brand of sustained release capsules 


5 mg., 10 mg. and 15 mg., in bottles of 30 
and 250 capsules 
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INTEGRATED SERVICES 


THE SLOW-LEARNER or the child with emotional diffi- 
culties needs the resources of an organization that has many 
different approaches to the problems involved. Through the 
Devereux multidisciplined approach, the psychiatrist, the phy- 
sician, the psychologist, the educator, and the rehabilitation 
specialist pool experiences to give each boy and girl the en- 
vironment and training best designed to meet his individual 
needs. Students are assigned to one of twenty-two semi-au- 
tonomous residential schools in Pennsylvania and similar 
groups in California and Texas. 


CLINICAL STAFF 


J. Clifford Scott, M.D. Lance Wright, M.D. 
Edwin H. Abrahamsen, M.D. F. Ellsworth Henry, $.T.D. 
Aurelio Buonanno, M.D. Milton Brutten, Ph.D. 
Charles M. Campbell, Jr., M.D. William J. Cohen, Ph.D. 
Fred J. Culeman, M.D. Dorothy E. Conrad, Ph.D. 
Ruth E. Duffy, M.D. Sidney L. Copel, Ed.D. 
William F. Haines, M.D. Michael B. Dunn, Ph.D. 
Robert L. Hunt, M.D. Shirley M. Jahnson, Ph.D. 
Richard H. Lambert, M.D. John R. Kleiser, Ph.D. 
Leonardo Magran, M.D. Murray Levine, Ph.D. 
Joseph J. Peters, M.D. Henry Platt, Ph.D. 

Alvis J. Scull, M.D. Edgar A. Smith, Ed.D. 
Jacob S. Sherson, M.D. George Spivack, Ph.D. 
Albert S. Terzian, M.D. Herbert A. Sprigle, Ph.D. 
Walter M. Uhler, M.D. Anne Howe, M.S. 

Tirso L. Vinueza, M.D. Kenneth E. Evans, B.S. 


Psychoanalytic Consultants 
G. Henry Katz, M.D. Herbert H. Herskovitz, M.D. 


SCHOOLS 


THE DEVEREUX FOUNDATION COMMUNITIES 
A nonprofit organization Founded 1912 CAMPS 


Devon, Pennsylvania TRAINING 
B 
Santa Barbara, California Victoria, Texas RESEARCH 


HELENA T. DEVEREUX Professional inquiries for Eastern Schools should 

Administrative Consultant be directed to Charles J. Fowler, Registrar, 

EDWARD L. FRENCH, Pb.D. a Schools, Devon, Pa.; for Pacific Coast 

esaniay chools, to Keith A. Seaton, Registrar, Dever- 

eux Schools in California, Santa Barbara, Calif. ; 

WILLIAM B. LOEB Southwestern residents address Devereux Schools 
Treasurer in Texas, Box 336, Victoria, Tex. 
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